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Abstract 
Migrant workers are believed to act as a bridge population in the spread of HIV. However, migration 
patterns are highly variable, influenced by local historical and socio-economic contexts. In India, 
rural-to-urban, circular migrant workers are a priority group for HIV interventions. Their success 
requires an understanding of the processes influencing migrant vulnerability and how the migration-
HIV relationship evolves over time.  
I conducted a systematic review examining the association between migration and HIV prevalence. I 
also analysed behavioural survey data from a study on migrant men to quantify and characterise 
those at greatest risk. For the case study, I carried out qualitative fieldwork in Allahabad district, an 
area of high rural-to-urban, circular migration and increasing HIV prevalence. I conducted interviews 
in two settings: clinical and rural village. I interviewed HIV-positive individuals at an HIV-treatment 
centre and migrant men and wives of migrants in two high out-migration villages.  
Published studies showed some association between circular migration and HIV, but migration was 
defined inconsistently across publications. According to survey data 20% of migrant men had non-
spousal sexual partners at multiple locations; this was associated with self-perception of HIV risk, 
age and recent migrant status. The qualitative case study showed specific factors such as nature of 
social group and migration location affecting risk of infection. Following infection, migrant status 
delayed contact with HIV services, depleting household savings on private treatment for HIV-related 
conditions and facilitating onward transmission. After enrolment with HIV services, diminished 
health, a rigid ART regime and job insecurity hindered resumption of migration-based livelihoods.  
Increased HIV risk in migrants is due to the context of migration not mobility itself. Despite free 
testing and treatment services, migrant workers and their families are being diagnosed late. The risk 
to migrant livelihoods from HIV has strong implications for long-term ART adherence and prognoses.  
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Chapter 1: Introduction 
Summary 
This chapter is an introduction to the relationship between circular migration and HIV, which is the 
focus of this thesis. A general overview is provided exploring the historical connections made 
between migration and the spread of disease. Theoretical frameworks that can be used to explore 
the migration-HIV relationship are introduced, paying attention to the contextual factors relating to 
migration and how they affect vulnerability towards HIV. Based on interdisciplinary literature, a brief 
summary of migration theories is presented along with a discussion of the effects of globalisation on 
labour migration. Following from this, a literature review examines how circular labour migration 
affects risk-taking behaviour. At the end of the chapter, the aims and specific objectives of the thesis 
are presented along with a brief overview of the chapters and structure of the thesis.  
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Overview 
In this thesis, I investigate the association between short-term circular labour migration and HIV in 
India. The epidemiology literature quantifying the migration-HIV association worldwide continues to 
increase and is based on research carried out across many geo-political settings and migration 
patterns. Exploring this association is important because both migration (patterns and scale), and 
the scientific understanding of HIV disease, have reached a new level in recent times. Improvements 
in transport and telecommunications plus trade liberalisation policies that promote freer movement 
of labour have encouraged both internal and international migration of people looking for paid 
employment, and this kind of economic migration has been seen by international development 
agencies as a positive change for development (UNDP 2009). Meanwhile, recent biomedical 
advances in achieving HIV prevention have led to renewed hopes to ‘end AIDS’ soon (Economist 
2011; Sidibe 2012). This enthusiasm to finally conquer HIV is understandable; however achieving 
such success outside controlled experimental settings requires a detailed and dispassionate analysis 
of all the factors that might contribute to the HIV risks of particular groups in particular 
circumstances at different times in their lives, and migrant workers are one such group.  
Circular labour migrants are those people who migrate for a period of a few months per year to 
pursue paid employment. In this thesis, I will specifically look at those who migrate from rural areas 
to urban areas. In India HIV is a concentrated epidemic, with urban prevalence rates much higher 
than in rural areas (discussed in detail in Chapter 4). Given the size of the population and high levels 
of rural-urban mobility, there are fears, corroborated by recent evidence (Saggurti et al. 2012a),  
that the epidemic may travel to rural areas from cities, with circular migrant workers acting as a 
‘bridge’ (Chandrasekaran et al. 2006; NACO 2010, 2012a).    
 
Historical connections between migration and disease 
 
“Talking in one breath about AIDS and human migration is dangerous. Many of us have 
preferred to remain silent on this issue out of fear of having our analyses denatured into 
arguments for mass testing and deportation. But silence has ceased to be an option. 
Population migration has become a central theme in the discussion of AIDS, and we have an 
obligation to engage in this discussion in order to prevent it from producing grist for the mills 
of xenophobia.” (Decosas et al. 1995). 
Chapter 1: Introduction  
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Labour migration has been a phenomenon that has been going on over centuries of human 
development. People who migrate for work have been depicted in positive and negative light. They 
may be viewed as responsible individuals and groups who strive to support their families, sacrificing 
personal comforts in order to be able to send remittances home, which may also contribute to 
national economies. They may also be viewed, by both sending and receiving communities, as 
people who are disconnected with the realities of their home (and destination) communities, as 
those who may indulge in alternative social/sexual practices and be at increased risk of carrying 
exotic and dangerous diseases.  
This fear of migrants transporting infectious disease to and from different geographical spaces has a 
recognised history and is based on a diversity of evidence. In the past, the issues were more to do 
with recent arrivals introducing new infections to populations who had previously never been 
exposed to those pathogens, and hence did not have any immunity to them. For example, early 
colonial contact of Europeans with the native populations in the Americas led to the introduction of 
new diseases (e.g. small pox), leading to the decimation of large sections of the native population1.  
In the present day however, the main danger from migration comes from major disparities in levels 
of public health control measures to deal with infectious diseases between different parts of the 
world, and continuing increases in population mobility (Gushulak and MacPherson 2004). Looking 
internationally, the differences in public health provision, coupled with the predisposition of some 
diseases to concentrate in certain regions more than others (e.g. due to climate) has led to a 
situation where developing countries continue to have disproportionately higher death rates due to 
respiratory and gastrointestinal infections, tuberculosis, malaria and HIV/AIDS than developed 
nations (WHO 2011). Concern about the potential for immigrants importing diseases from their 
countries has led many countries to develop immigration laws that require compulsory screening 
and even rejection of immigration applications on the basis of infection with particular conditions.  
It is important to keep in mind the social impact of framing any association of particular migrant 
populations with disease. In the context of international migration, increasing migration rates have 
meant that many countries have become more multi-ethnic than before and accommodate a range 
of cultures, languages, religions and human phenotypes. This has sometimes led to vigorous debates 
about national identity and migrants have been targeted with hostility and discrimination (ILO et al. 
2001). The migration-disease association made by epidemiologists and disseminated by 
                                                          
1 This continues today, though on a much reduced scale, with regard to small remaining groups such as 
Amazon Indians and Andaman islanders, who have had limited contact with other human populations.  
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international health agencies is at risk of being manipulated by individuals and organisations that 
find xenophobic attitudes attractive. At its worst, it provides ‘biological proof’ for their proposed 
inferiority of certain kinds of people, while in the context of job scarcity or overcrowding it may 
simply legitimate a host community’s rejection of migrants. With HIV in particular, the fact that the 
infection is seen to spread through illicit behaviours (e.g. sex with sex workers, homosexual contact, 
injecting drug use) can further buttress the association made more generally between migration and 
criminality that is often made in public discourse (Grove and Zwi 2006)2.  
Some form of ‘othering’ has taken place whenever any particular socially-circumscribed group has 
been singled out as being at particularly high risk of HIV as it allows for the location of that particular 
health concern safely away from the general population, and also parks the blame and responsibility 
of dealing with this problem with that group of ‘others’ (Flowers 2001). It does however, rather 
confusingly, make them both ‘at risk’ themselves and ‘of risk’ to the wider community (Grove and 
Zwi 2006). In 1986 when the Chamber of Mines in South Africa started screening miners for HIV and 
discovered 200 Malawian miners to be HIV-positive, they banned further recruitment from Malawi 
and repatriated 13,000 men regardless of their HIV status (Chirwa 1997). It is unclear where the risk 
from Malawian miners was believed to lie – were they thought to be carrying the virus from Malawi 
to South Africa, or were they just more likely to spread it around if they were allowed to stay in 
South Africa, because simply being Malawian conferred a particular high-risk status? 
The answer to such problems lies not in looking away or downplaying the migration-HIV association 
but in expanding our understanding of the processes involved in creating this apparent association 
and looking for more sophisticated and nuanced explanations for the variation that exists across 
different settings. What Decosas wrote nearly two decades ago remains true even today, especially 
when increases in global population size, shifts in the structures of the world economy and the 
accumulative pressures on the world’s natural resources has increased the possibility of collective 
blaming between different groups of people.  
                                                          
2 See for instance: 1. “Raj Thackeray: Migrants behind crime” Times of India, September 8, 2012 
(http://articles.timesofindia.indiatimes.com/2012-09-08/india/33695480_1_asha-bhonsle-crime-rate-nitish-
kumar), 2. “How Romanian criminals terrorise our streets” Daily Express, February 27, 2013 
(http://www.express.co.uk/news/uk/380512/How-Romanian-criminals-terrorise-our-streets); 3. 
“Berlusconi links immigrants to higher crime rates” The Africa News, January 7, 2013 
(http://www.theafricanews.com/immigration-news/italy/5036-berlusconi-links-immigrants-to-higher-
crime-rates.html)  
 
 
 
Chapter 1: Introduction  
 
 22 
Frameworks for studying the migration-HIV link  
In order to make sense of the kind of ambiguity described above, it is important to use some kind of 
theoretical framework, so that individual parts of the puzzle are explored not just by chance but with 
deliberate intellectual intent. The framework used needs to be one that is open to being informed 
by disciplines beyond classical epidemiology; disciplines that have tried to understand the ways in 
which human society is organised and structured, how people within that society regulate and 
experience their own roles in that society and how it affects health. It also requires that different 
drivers of infection and disease working on different levels in terms of the observed effect are 
integrated and viewed altogether (Piot et al. 2008). Social epidemiology is the study of health and 
disease with a deliberate attempt to go beyond the immediate individual-level biological and 
behavioural ‘risk factors’ to look at how they are influenced by the social and environmental context 
in which they are experienced or enacted. In traditional epidemiology, such contextual factors are 
regarded as ‘confounders’ and kept in the background – their influences are sought to be diminished 
by actively ‘controlling’ for them (e.g. by matching cases and controls for socio-economic factors in a 
case control study, or by the process of ‘randomisation’ in a randomised control trial). On the other 
hand, social epidemiology “is distinguished by its insistence on explicitly investigating social 
determinants of population distributions of health, disease, and wellbeing, rather than treating such 
determinants as mere background to biomedical phenomena” (p.693) (Krieger 2001a).  
A disease such as HIV/AIDS is particularly suited to such an approach because, for a start, most of its 
transmission across the world has relied on a very private yet interpersonal kind of human 
interaction, one that elicits strong public opinions and judgement and is strictly regulated by 
prevailing local cultural norms. Different kinds of sexual practices have their own socially-
constructed meanings, according to the prevalent norms in that context. These norms in turn are 
influenced by how a particular society is organised, in terms of socio-cultural, economic and political 
structures (Kippax 2008). An important distinguishing feature about HIV is its social stigmatisation 
across the world, as a disease associated with sexual deviance and socially disapproved behaviour 
(Pisani 2008). Since sexual contact is the major route for its transmission, it affects young adults 
disproportionately – people who are in the midst of their economic and reproductive lives. On the 
other hand, the particular ‘medical’ qualities of HIV being chronic, long-term (if treated) or terminal 
(if untreated) and incurable, means that it is different from most other infectious diseases that 
people experience in their lives.  
Academic discourses from a range of disciplines have attempted to portray HIV as a multifactorial 
condition, affected by macro-level elements such as societal organisation and international 
economic structures of production, as well as individual choices and decision-making (Parker et al. 
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2000). For instance, in approaches informed by social science disciplines like medical sociology and 
medical anthropology, attention is paid to the political economy of risk: historical developments in 
economy and society contribute towards the creation of particular kinds of structural inequalities 
between groups of people, e.g. in terms of class, caste, gender, race. These inequalities in turn affect 
the background levels of vulnerability that those particular groups and individuals have towards a 
range of negative consequences, including HIV (Farmer 1999; Link and Phelan 1995; Zwi 1993). This 
understanding of HIV as a ‘social’ disease that is exacerbated by conditions of inequality, deprivation 
and prejudice is also strongly promoted in the human rights approach to HIV, championed by 
Jonathan Mann (Fee and Parry 2008; J. M. Mann 1998; J. Mann and Tarantola 1998).   
The public health approach uses slightly different terminology and talks about the structural and/or 
environmental determinants as the top layer of a multi-level series of determinants that affect 
health (Boerma and Weir 2005; Poundstone et al. 2004; Soskolne and Shtarkshall 2002; Sweat and 
Denison 1995). Here, structural inequalities – including those resulting from policies and 
institutionalised practice – affect the context or environment of people’s health, which forms the 
next level of determinants. The latter then shape individual behaviours which lie at the level most 
proximate to the observed outcome, and which affect the spread of HIV and/or create barriers to 
HIV prevention. While political economy of risk models are not often clear about the actual 
pathways linking social inequality to health outcomes (Krieger 2001b), public health models are 
sometimes seen as too linear and deterministic in their presentation of how structural and social 
context affects the distribution of risk factors (Krieger 2008). However, what both these approaches 
essentially propose is that there is an interactive and dynamic relationship between different 
structural, social and individual-level influences in the creation of what Farmer calls ‘structural 
violence’ (Farmer 1999) and this relationship has a direct effect on the distribution of social 
vulnerability of groups and individuals towards HIV. Making the distinction between ‘risk’ and 
‘vulnerability’ is useful: risk is the probability that a person may acquire HIV infection – it is an 
epidemiological concept. On the other hand, vulnerability is a sociological concept and results from 
the societal and environmental context that affects the ability of individuals and communities to 
control becoming HIV-infected (AIDS2031 2010; UNAIDS 2010). Tarantola wrote: “In relation to 
HIV/AIDS, vulnerability links the notion of risk to personal and collective factors that determine the 
likelihood – present or future – of exposure to HIV through risk-taking behaviour (unprotected 
sexual contacts with multiple partners) or through uncontrolled risk-generating situations…” (p.177) 
(Tarantola 1995). 
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The mobility of seasonal migrants and truck drivers has been identified as a strong influence on the 
spread of HIV across different geographic areas in a number of epidemiological studies3. Defining the 
study variables clearly is the first step towards carrying out reliable analysis, however, as will be 
described in Chapter 2, ‘migration’, or the narrower ‘circular migration’ does not lend itself very well 
to be identified as a typical risk factor. Indeed, there is such great variation in the nature of mobility 
across individuals and groups (e.g. in terms of duration,  frequency of return, nature of employment 
and family history of migration) that characterising migrants as a discrete category is impossible, and 
comparing across groups can be reductionist and misleading. To observe this is not to diminish the 
association between migration and the spread of infection, but rather, to argue for a more analytical 
approach,  one that includes an understanding of migration that goes beyond empirical data on 
actual mobility to include the social, economic and political context in which this migration takes 
place (for example, who these migrants are, and what other aspects of their circumstances might 
influence their vulnerability) as this may shed light on newer ways of understanding its 
epidemiological implications. Several academic disciplines continue to struggle with the complexity 
of defining and theorising human migration (e.g. anthropology, economics, development theory, 
demography) and commentators believe that previous theories need constant revising as migration 
patterns change in response to an ever-globalising world. There has only been a post-hoc, passing 
acknowledgment of this problem in much of the epidemiological literature; however, increasing 
numbers of health researchers have started exploring how links between changing social relations, 
economic climates and political structures influence migration, and how this  affects people’s health 
including HIV risk (F. Thomas et al. 2009). 
In order to introduce the analysis of how migration affects HIV risk in a particular context in the rest 
of the thesis, in the next section I briefly describe the patterns and drivers of migration, summarising 
the main theories from the economics literature. I then review the epidemiological evidence that 
examines how migration affects HIV-relevant risk behaviour.  
Why do people migrate? 
The disciplines that have contributed most to an understanding of migration are economics, 
demography and development studies. Economic theories of migration are mainly concerned with 
permanent migration, and often this tends to be international. However, the fundamental 
theoretical positions offered have been adapted more recently to recognise and understand the 
phenomenon of temporary, circular migration. Here I shall attempt to give a brief overview of 
economic theories of migration, focusing on unskilled and low-skilled migrants usually working in 
                                                          
3 See later in this chapter, and Chapter 2 for a review of this evidence. 
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manual jobs, and not highly-skilled ‘professional’ class migrants4. I will briefly consider the drivers of 
migration which have been analysed at individual, household and macroeconomic levels. I will also 
discuss some of the writing on migration in India (discussed further in Chapter 5).  
According to neoclassical theories, migration takes place when there is a difference across 
geographical areas in terms of the supply and demand of capital and labour. According to the Harris-
Todaro model (Harris and Todaro 1970), people migrate as labour to low-labour, high-capital areas 
where they receive wages at a rate higher than they would have in their local area. Migration 
happens when there are differentials in both earnings and employment rates, which then determine 
the expected earnings for the potential migrant. Thus, on a micro, individual level, people act on the 
basis of economic self-interest and make decisions which will maximise their net economic returns 
(de Haan 1999; Massey et al. 1993). This model however does not explain the patterns of migration, 
e.g. who migrates and who does not, or account for the diversity in migration destinations by people 
from the same source area. The characterisation of and engagement with ‘push’ and ‘pull’ factors 
was seen to be a useful heuristic to examine the motivations for migration, where the push factors 
are negative characteristics of sending areas that persuade people to leave and pull factors describe 
characteristics of the receiving areas that make them attractive (Lee 1966), and continues to be 
popular in official reports about population movements. 
 This idea of economically rational decision-making to migrate was then modified by the “new 
economics of labour migration” (Stark and Bloom 1985), whose proponents claimed that the unit of 
decision-making about migration is not the individual, but the household. They felt that shifting the 
focus towards the family or household allowed greater appreciation of the control that this unit had 
on their economic situation. Also, they believed it was more useful to think about migration 
decisions being based on relative deprivation rather than absolute deprivation. Within the 
household, different members could be allocated to different economic activities, for example, some 
based locally, while some involved migration. This would reduce the dependence on local conditions 
of wages and labour market – if local conditions are unfavourable, the family could rely more heavily 
on remittances sent by the migrant member (Massey et al. 1993) . This ‘portfolio diversification’ 
allows the entire household to share the costs and rewards of migration (Deshingkar and Farrington 
2009). Moreover, this approach takes into account more than just the calculations to be made about 
the costs of migration (travel, initial period of unemployment etc.) versus net economic returns, but 
considers the importance of factors such as the lack of institutional safety nets for coping with crises 
or deprivation (such as national welfare schemes). The ‘livelihoods approach’ (Ellis 1998) was 
                                                          
4 For a comprehensive review of different types of migrant workers, their incentives to migrate and experience 
thereafter, at destination nations with different levels of receptivity to migrants see Portes (1989). 
Chapter 1: Introduction  
 
 26 
developed  to look at the way in which rural families in developing countries create a diverse 
portfolio of income-generating activities and support networks in order to survive the conditions and 
fluctuations in their surroundings. This approach goes beyond economic theories to consider circular 
migration as a strategy that is a response not just to poverty and the lack of economic opportunities 
locally, but to different households’ differential access to resources, and the political and 
institutional structures within which they have to operate (Deshingkar and Start 2003).   
When describing the contractual arrangements that non-permanent or circular migrant households 
enter into, Stark wrote: “patterns of remittances are better explained as an intertemporal 
contractual arrangement between the migrant and the family than as a result of purely altruistic 
considerations” (p.25) (Stark 1991). Thus the household invests in the success of a migrant with the 
expectation of receiving remittances; once established in economic activity at their migration 
destination, the migrant fulfils this expectation but maintains the link with their household with their 
own expectation of eventual return and claim to an inheritance (de Haan 1997). The role of social 
and political factors has also been explored. Development theorists working on India have found 
that the diversity of migration patterns are strongly influenced by gender and caste norms that vary 
regionally (de Haan and Rogaly 2002; Rogaly 1998). Also, migration is now recognised to be a 
dynamic phenomenon where different social groupings or regions cannot be characterised by static 
migratory behaviour, but an evolving process that is sensitive to changes in employer-contractor-
labourer relations, changes in opportunities at source and destination and the different life stages 
within the family. Moreover, even structural causes of seasonal migration interact with each other 
and can change migration patterns. For example, material factors such as land ownership interact 
with gender and caste ideologies. The normatively determined ‘proper’ behaviour of men versus 
women or different caste groups often determines the typology of migration. However, poorer 
households may not be able to afford to exclude women from wage work – in these circumstances, 
the gender ideology may shift in order to allow women to work without negative connotations 
(Rogaly 1998). 
The social networks of kinship and community created and maintained in both migration source and 
destination locations makes it easier for newer waves of migrants to migrate, reducing their 
transactional costs of establishing themselves initially. In fact, the factors that affected initial phases 
of migration may give way to new conditions, i.e., the establishment of social networks created in 
the course of migration, which then influence the continuation of migration between those sending 
and receiving areas. The expansion and strength of these networks over time become more 
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significant predictors of the migration locations of future generations (Boyd 1989; Portes and Borocz 
1989).  
At the other, macro-level end of migration theory are Marxist-structural approaches where 
migration is seen as ‘inevitable in the transition to capitalism’ (de Haan 1999). In this view, migration 
is not a choice made by individuals or households but the one of the only few remaining options for 
the economically-deprived in a system that is essentially exploitative and designed to benefit 
capitalist production. The strengthening of capitalist productive and accumulative structures leads to 
the exacerbation of systemic imbalances between sending and receiving areas, in terms of 
resources, labour opportunities and the accumulation of capital. The creation of dependencies and 
imbalances are not arbitrary or incidental but part of a deliberate historical process that has 
specified terms and relations of production (Portes and Borocz 1989).  
The need to compete in the global market and continue to afford to import necessary commodities 
has led many developing nations to shift their economic policies away from public sector enterprise 
towards promoting development of the private sector through policies such as trade liberalisation. 
These policies have reduced the protection of employees due to large-scale deregulation of 
employment and production laws (Loewenson 2004; P. Lurie et al. 1995; Shahmanesh et al. 2000). 
The informalisation of labour that follows leads to an employer-preference for migrant workers as 
they are cheaper to hire, easier to control and less likely to unite effectively to campaign for their 
rights or better working conditions (Srivastava 2011b). Global institutions such as the International 
Monetary Fund and the World Bank that impose structural adjustment onto developing countries in 
return for loans have a particular impact on rural economies. Rural subsistence economies and local 
rural-based trade becomes unsustainable when faced with foreign competition. There is an increase 
towards the production of cash crops, as well as increased economic activity in large-scale export 
manufacturing industries based in urban areas, for which rural migrants become a cheap labour 
force (P. Lurie et al. 1995). 
Following independence, India followed a development strategy of large-scale industrialisation 
through government investment in public sector enterprises. This aimed to provide employment and 
promote national self-reliance, but the lack of export trade led to recurrent shortages of foreign 
exchange and made India vulnerable to sudden changes in the price of those goods it was necessary 
to import (e.g oil). Ultimately, the trade imbalance became so severe that India was almost forced 
into default on its external debt. A new government in 1991 re-aligned the economy away from self-
reliance and towards full participation in the global market for goods and services. Food and 
fertiliser subsidies were reduced, national industries were privatised, import restrictions were lifted 
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and policies to promote foreign investment were embraced (Upadhyay 2000). While rural-to-urban 
migration had been on-going throughout the period of industrialisation, the impact of the economic 
reforms that started in 1991 was to reduce the state’s obligation to the welfare of its citizens. Labour 
rights diminished, public sector health spending decreased, and support was reduced for rural 
subsistence economies. India now finds itself in competition with other developing nations to oblige 
the least compensation for its workers in order to win foreign investment. Most migrant workers are 
absorbed into the unorganised sector where there is a lack of worker regulations and lack of 
government interest in enforcing them. The informal working arrangements maintained by 
employers, middlemen and contractors increases their vulnerability (Bird and Deshingkar 2009; 
Borhade 2011; Chatterjee 2006; Srivastava 2005).  
 
Review of how migration affects risky behaviour 
 
“If you want to spread a sexually-transmitted disease, take thousands of young men away 
from their families, isolate them in a single-sex hostel, and give them easy access to alcohol 
and commercial sex. Then send them home every once in a while to their wives and 
girlfriends. And that’s basically the system we have with the mines.” (Mark Lurie, quoted in 
(Schoofs 1999)5). 
Migration for work impacts not just on people’s ability to earn a livelihood but also on the widening 
and possible skewing of their social worlds, where they find themselves exposed to new social, 
economic, political and sexual networks as a consequence of their own (or their partner’s) 
movement. A large number of studies and reviews have investigated the relationship between 
circular labour migration and risky sexual behaviour and/or HIV risk. Migration increases the 
possibility of widening epidemic spread by connecting two or more areas with different levels of 
background HIV prevalence. Thus even if migrants continue with their usual levels of sexual practice, 
geographic connectivity and their role as the ‘bridge population’ will enable some newly-acquired 
HIV infections to travel from high to low prevalence areas (Coffee et al. 2007; Gelmon 2006)6. 
However, the literature includes the suggestion that migration actually increases the amount of 
sexual risk-taking at the individual level (Chirwa 1997; El-Bassel et al. 2011; Poudel et al. 2004; 
Sanchez et al. 2012; Tucker et al. 2005; Wardlow 2007; X. Yang et al. 2007), and  ‘risk takers’ are 
                                                          
5 Available at: http://www.villagevoice.com/1999-04-27/news/all-that-glitters-how-hiv-caught-fire-in-south-
africa/1/). 
6 The epidemiology of ‘bridge’ and ‘core’ group populations are discussed in detail in Chapter 3. 
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thought to be more likely to migrate than low-risk individuals (Brockerhoff and Biddlecom 1999; 
Shah 2006; X. Yang et al. 2007). The standard narrative running across many studies from different 
geographical locations is that while migrant workers are away they engage in risky sexual 
behaviours, acquire HIV, and on their return home, infect their long term partner/spouse 
(Brockerhoff and Biddlecom 1999; Pison et al. 1993; Saggurti et al. 2012b).  
A few nuances have been added to this narrative following empirical evidence from further studies: 
the first is that in discordant couples HIV transmission may sometimes occur in the opposite 
direction– this is when the non-migrant spouse engages in high-risk sex while the migrant is away, 
and having become infected first by another partner, they may then infect the long-term migrant 
partner (M. N. Lurie et al. 2003a; Qin et al. 2009). Second, even in situations where migration 
increases sexual risk-taking, this behaviour may not occur exclusively during migratory periods at 
employment destinations, but also, or only, on return trips back to the migrants’ native communities 
(Chirwa 1997; Coast 2006; Dhapola et al. 2007; Poudel et al. 2004). Third, the association between 
migration and HIV risk is not inevitably to increase HIV risk; there may be a mixture of positive and 
negative effects taking place. For example, even if migration is found to be associated with increased 
numbers of sexual partners its effects may be somewhat offset by a corresponding association 
between migration and consistent condom use during sex with those partners and/or higher levels 
of HIV testing (Magis-Rodriguez et al. 2009; Morris et al. 2000; Sanchez et al. 2012). 
The factors that are believed to increase the probability of migrant workers participating in risky 
sexual practices vary in different contexts and act on different levels. There are some structural-level 
influences that determine the actual terms of migration. These overarching determinants affect the 
risk environment for migrants in a number of ways and act on intermediate determinants that are 
more exclusively associated with HIV.  Taking one example, the legal status of migrants at their 
destination directly affects their employment and living conditions there. It also affects their access 
to health and social services, their levels of social integration in the receiving community and the 
particular ways in which they cope with their strained circumstances (Munyewende et al. 2011; 
Weine et al. 2008). In China, the household registration system discriminates between rural-to-
urban migrants and urban-registered locals in terms of entitlements to social benefits and 
protection, leading to similar experiences of social isolation/deprivation among non-locally 
registered internal migrants in urban areas (Li et al. 2007; X.  Yang 2010). Talking more generally, as 
mentioned earlier, the loosening of regulations regarding worker protection in several countries has 
meant that many employers have a stated preference for migrant workers. Hiring migrant workers 
without fixed contract and employee-insurance schemes shifts both the risks and the costs of 
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production onto the workers (Srivastava 2011b). As can be expected, the working and living 
conditions for migrant workers are often difficult and unpleasant with risks to personal safety 
(Campbell 1997; Ondimu 2010; Singh 2001; Webber et al. 2010). Health risks come in the form of 
occupation-based risk such as accidents and injury and increased risk of diseases associated with 
cramped and dirty conditions (such as tuberculosis, skin infections, cholera, dysentery) and sexually-
transmitted infections.   
Some explanations for migrant men seeking sex tend to be around their culturally-posited 
‘biological’ impulses concerning masculinities and manhood (Campbell 1997; Poudel et al. 2004; 
Singh 2001; Verma et al. 2006). Chirwa observed that migrating to support the family was a vital 
component in the social construction of manhood for Malawian mineworkers in South Africa. Male 
sexuality and its expression in the form of multiple sexual partnering was part of that same package 
that symbolised the successful demonstration of manhood (Chirwa 1997). On the other hand, some 
migrants desire to embrace the social and sexual sub-cultures of their migrant peer group, especially 
in light of new freedoms from traditional norms of family and community (Hu et al. 2006; Wardlow 
2007; Wolffers et al. 2002). This may be especially significant if there is an element of selection bias 
where ‘risk-takers’ are most likely to migrate in the first place, and the period of migration is viewed 
by them as an opportunity for social and sexual adventure (Shah 2006).  
Others have described how having sex serves as temporary relief for psychosocial distress and 
loneliness felt following migration-related social disruption (Jochelson et al. 1991; Organista and 
Kubo 2005; X.  Yang 2010). Conditions of prolonged social marginalisation and physical exhaustion 
can make people take decisions, including about sex, aimed at immediate gratification rather than 
longer-term goals such as maintaining good health. This “…may be particularly true for young people 
living in settings of closely juxtaposed social and economic inequality, such as urban slums, where 
the disparity between one’s aspirations and one’s realistic opportunities may be especially stark.” 
(p.S60) (Kim et al. 2008). Those very structural factors that bring migrant workers to this point of 
psychological stress can also make access to and use of protective behaviours such as condom use, 
treatment of STIs and HIV testing a challenge. Some migrant workers may also have feelings of 
entitlement regarding engaging in sex, where surviving the often harsh conditions of their migration 
for the sake of their families is partially compensated by treating themselves to sexual pleasure 
(Campbell 1997; Van Tuan 2010). The desire for ‘flesh contact’ may disallow the use of condoms 
(Singh 2001).  It is useful also to remember that when people participate in sexual behaviour they 
may not be aware of the possibility that those activities could be ‘high-risk’ for them and they may 
have competing priorities in the context of their immediate circumstances (Bajos 1997); only 
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epidemiologists reviewing the whole set of risk factors and distribution of public health outcomes 
can speculate, retrospectively, that some people must have engaged in ‘risky behaviour’.  
Environmental factors have a crucial role to play.  For instance, the physical presence of a local sex 
industry around areas where migrants concentrate in urban ghettos and settlements, coupled with 
lack of development of the surrounding areas that might offer alternative forms of recreation and 
entertainment can create a localised political economy that is driven by a culture of sexual risk-
taking, alcoholism and/or drug-taking (Campbell and Williams 1999; Wardlow 2007). The presence 
of power inequalities within new social networks that are formed around the flow of cash 
encourages the creation of sexual networks between people with different levels of background risk.  
Particular migrant neighbourhoods display visible signs of physical and social disorder, such as dirty 
streets and littering, open sexual solicitation by sex workers and public alcohol consumption which 
form an appropriate setting for the development of high-risk cultures. Some view these 
neighbourhood effects as important structural risks for particular migrant communities, risks that 
“concentrate disadvantage and disorder, heightening exposure to HIV risk” (p.52) (Parrado et al. 
2010). 
Changes in patterns of family formation over time have an influence on sexual partnering. For 
instance, studies from China and Papua New Guinea found that the over-supply of labour and high 
levels of unemployment has led to the situation where men are forced to wait longer before they 
marry, as they are unable to put together the requisite ‘bridewealth’. It has been suggested that this 
leads to men purchasing sex instead (Tucker et al. 2005; Wardlow 2007). Political and societal 
changes such as unemployment and a decline in marriage rates also favour increases in women’s 
migration for work. As their economic independence grows, like migrant men, they may also expand 
their sexual networks but this would be in a geographical context of higher prevalence of HIV 
(Camlin et al. 2010). Meanwhile, the gendered nature of employment, where women can only 
access lower-paid jobs may put migrant women at greater risk than men as they may sell sex to 
supplement their income or indeed sex work may become their main source of livelihood. Many sex 
workers around the world are migrants. A large part of the migration literature discusses how 
migrant women selling sex are often exploited along channels of power over which they have no 
control. Their economic impoverishment and lack of social support at migration destinations force 
them towards risky behaviour (Brewer et al. 1998; Rao Gupta 2004; Webber et al. 2010; X. Yang and 
Xia 2006). However, not all migrant women are passive victims of their fate – some may actively 
select their sexual partners to suit their personal needs (‘one for rent, one for food, one for clothes’) 
and have more control over the terms of those relationships (Hunter 2010). Finally, women may 
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choose sex work over lesser-paid alternatives and in such cases, attempts to ‘rehabilitate’ them 
away from sex work may serve to disempower them further and increase their vulnerability towards 
HIV and other risks (Agustin 2002; Shahmanesh et al. 2009). 
 
Aims of this thesis 
This brief overview shows the many ways in which migration may affect HIV risk and the multiple 
influences on that relationship. If migrants are to be a focus of control programmes then we need a 
clear framework for understanding these multi-level links so that we are able to answer not only 
“does” migration affect HIV transmission but also “how and for whom”, “why” and “how long for”.  
Thus, the overall aim of this thesis is to investigate the relationship between circular labour 
migration and HIV risk, and how it develops over time. The specific objectives are as follows:  
1. To synthesise the evidence for the migration-HIV association 
2. To analyse the determinants of risk behaviour among circular rural-to-urban migrants from 
north India 
3. To explore the interaction between migration and HIV risk  in a particular geographical area 
of north India, including risk of acquisition and transmission  
4. To describe the pathways to diagnosis and treatment access among migrant workers and 
their partners, including prospects for long-term adherence to treatment 
5. To describe the relationship between HIV and migration in the life courses of migrants and 
their families 
6. To assess the implications of the findings from this study for public health policy regarding 
HIV prevention and treatment programmes that target migrants. 
 
Choice of research methods 
In this thesis I use mixed methods to answer different aspects relating to the main study 
(investigating the migration-HIV relationship). Starting at a global level I wanted to examine the 
empirical evidence for the association between circular migration and HIV prevalence (Objective 1). 
To achieve this I performed a systematic review of published studies and present a synthesis of 
these results. I was also interested in the specific pathway(s) through which circular migration might 
affect HIV risk; I wanted to uncover variations in levels of risk-taking behaviour within a migrant 
group, and examine the individual-level determinants associated with higher-risk behaviours 
(Objectives 2, 3). I therefore conducted a secondary analysis on an existing dataset based on a sexual 
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behaviour survey of migrant men from North India. Finally, in order to obtain an in-depth analysis of 
the migration-HIV relationship as it evolves over time, I carried out a detailed qualitative case study 
in Allahabad district. This part of the thesis looks both horizontally at the diversity of experiences as 
well as longitudinally over the course of people’s lives. I explore how risk varies in diverse contexts 
and how it changes form over time. Interviewing in two distinct settings, one rural and one clinic-
based, has enabled me to present a life course style narrative that starts with an exploration of rural-
to-urban migration going through the nature of risks involved from this kind of livelihood, including 
from HIV, and then goes on to examine migrant trajectories into HIV diagnosis and enrolment into 
antiretroviral therapy (ART). I finish with a description of how HIV infection affects migrant 
livelihoods, and what this may imply for their long-term prognosis (Objectives 3-5). An 
understanding of this has implications for policy and programme design of migrant HIV interventions 
(Objective 6). 
 
Organisation of the thesis 
This thesis is two main parts. In Part I (this chapter and chapters 2 and 3), I present the analysis of 
secondary data, looking at evidence linking circular migration to HIV risk. In Part 2 (Chapters 4-8) I 
present analyses based on primary data.  
In Chapter 2 I systematically review the evidence for the statistical association made between 
circular migration and HIV prevalence from international studies carried out in the last 30 years. 
Chapter 3 presents an analysis of a dataset of male migrants from Azamgarh district in Uttar 
Pradesh, as part of a collaborative project with the Population Council in India. The chapter 
characterises and quantifies the size of the high-risk ‘bridge’ population within the sample and 
examines the individual-level factors strongly associated with membership of that group.    
Part 2 of the thesis presents a detailed case study of circular migration and HIV based on my 
fieldwork in Allahabad district, Uttar Pradesh, India. It starts with Chapter 4 which presents 
background information to set the scene for the subsequent chapters based on my fieldwork. It 
describes the social and health status of people in Uttar Pradesh (and Allahabad district in 
particular), comparing it to national figures. Official survey estimates on rural-to-urban migration, 
including gaps and discrepancies in the known figures are presented. It also presents epidemiological 
information on HIV in India and describes how the National AIDS Control Organisation (NACO) 
organises its services.  
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Chapter 5 describes the methods used in the case study, a qualitative research project undertaken in 
Allahabad district. I carried out two interview studies based in separate settings: migrant men (on 
visits home) and wives of migrants recruited from two rural villages in Koraon block, southern 
Allahabad district; and HIV-positive men and women with a history of rural-to-urban migration 
recruited from the ART (antiretroviral therapy) centre in Allahabad city.  
 In Chapter 6, I present findings from these studies concerning the motivations for migration, the 
lived experiences of rural men working and living in urban areas, and how the migration of men 
affects social organisation among the remaining members of the household. I also describe the 
sexual behaviours of migrating men and wives of migrants. Chapter 7 describes the journeys of the 
HIV-positive interviewees towards their initial diagnosis and to obtaining treatment, with special 
attention to how migrant status played a role. Chapter 8 builds on the previous chapter to describe 
how having an HIV-positive status is reconciled with the need to migrate for work and how the 
relationship between migration and HIV changes over time. It illustrates the effect of this 
relationship on the success of HIV management as well as the continuation of a reliable source of 
livelihood. Chapter 9 concludes with a summary of all the chapters, a review of the limitations of the 
study and a critical synthesis of the implications from this research for HIV interventions directed 
towards migrants and future research.     
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Chapter 2: Systematic review reporting the association between 
circular migration and HIV prevalence 
Summary 
In the previous chapter I described the context of circular labour migration and reviewed the 
literature exploring how circular labour migration can increase vulnerability towards HIV. In this 
chapter I systematically review and synthesise the epidemiological evidence for the association 
between circular labour migration and HIV seropositivity. The search identified 30 eligible 
publications from which I extracted key data and summary findings, grouped by geographical region. 
I identified a varied association between HIV and migration: 16 studies found a higher prevalence in 
migrants compared to non-migrants (matched controls, other study groups or general population 
prevalence figures) although these differences were often not statistically significant, 13 showed no 
clear pattern and one showed a decreased risk. Heterogeneity in study designs and definitions of 
circular migrants meant that a meta-analysis was not possible and therefore the synthesis is 
narrative. The varied findings are discussed and relate to the lack of a common definition of 
migration, variation in the design and quality of the studies, and to the underlying locally-specific 
nature of labour migration and HIV risk.  
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Introduction 
Migration has been linked to the spread of HIV and other sexually-transmitted infections for over 20 
years (Hunt 1989; Mabey and Mayaud 1997; Quinn 1994). Many commentators have described how 
migration of young, sexually-active persons from rural to urban centres for employment, and of 
groups of international migrants crossing borders, has led to the widespread dispersal of HIV and 
STDs (Quinn 1994; TheSynergyProject 2002). While there is an intuitive logic to this accepted 
position, there are few empirical studies testing its validity. This may be due to the methodological 
complexities of using migrants as a study population, who by definition, will be difficult to identify 
and follow-up.  
There is also a lack of clarity and consistency in the conceptual terms used in different studies. As 
will become evident from the following review, migration is not an easy category to define and is 
therefore difficult to measure. Given the numerous individual, community, structural, economic and 
historical factors that affect the way in which people pursue labour migration in different contexts, it 
is impossible to draw a precise and selective category for it as a true exposure variable. Nonetheless, 
‘migrant and mobile workers’ or ‘migrants and truckers’ have become part of the standard 
nomenclature used by both public health and development agencies in relation to HIV transmission 
(UNAIDS 2011; UNDP 2009), making it important to review the evidence for the presumed risks. This 
thesis is concerned with circular labour migrants (who only migrate for temporary periods) rather 
than permanent migrants, and that therefore is the focus of this review.  
In terms of HIV-related outcomes, a greater proportion of the empirical literature on migration and 
HIV discusses the relationship between migration and risky behaviours than actual levels of HIV 
infection (for instance: (Gupta and Singh 2002; Mercer et al. 2007; Ondimu 2010; Saggurti et al. 
2009; X.  Yang 2010)), and present the potential for spread of HIV on the basis of extrapolations from 
any observed association. Similar to ‘migrant’ not being a precise, reproducible category, ‘risky 
sexual behaviour’ is also an inexact measure. Studies examining the risk behaviour of migrants vary 
in the amount of attention paid to the details of sexual partnerships – consistency and success of 
condom use, differentials in risk-status of sexual partners, frequency of contact and concurrency. On 
the other hand, HIV seroprevalence or incidence is a hard outcome with less room for error or 
misclassification. In this chapter I will systematically review the available evidence on the association 
between circular labour migration and HIV seropositivity.  
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Methods 
A systematic review was conducted using the search engines Pubmed and Web of Science. The 
search was carried out in in September 20121. The search strategy for Pubmed used Boolean 
operators to form a combination of simple and MeSH terms for: HIV infections, prevalence studies 
and migrant populations. The search strategy for Web of Science used Boolean operators to 
combine terms for HIV infections and migrants (see Appendix 2.1 for the full search strategy.) There 
were no restrictions on data type and thus included journal articles, book chapters, conference 
abstracts and reports. The aim of the search was to identify publications describing empirical studies 
that report HIV prevalence (or incidence) in circular/temporary labour migrants. Prevalence 
estimates could take the form of simple percentages or, when control groups were also available, 
odds ratios or hazard ratios (in case of cohort studies). The timespan for included publications was 
from January 1985 until September 2012 (but see footnote 1).  
Further searches involved going through the citation lists of journal articles and book chapters and 
using Google Scholar to search for other literature not retrieved by the search engines. Literature 
reviews, although themselves excluded from the systematic review, were consulted for relevant 
references. Some ‘grey’ literature, such as official websites cited by articles in relation to HIV 
prevalence data on temporary migrants, was also examined.    
Study selection 
The selection of publications was carried out in three stages. In the first stage, I went through the 
titles of all retrieved publications and using the most permissive criteria, excluded those publications 
that were clearly extraneous to this study2. In the second stage, the abstracts of publications were 
reviewed to determine their relevance to this study. Publications were included unless it was explicit 
in the abstract that they did not fit the objectives of this systematic review. Thus, if there was no 
abstract, or the abstract did not clearly describe the study objectives and methods, it was included at 
this stage of the selection process. The final stage of the selection involved obtaining and reading the 
full text of all publications and using the following inclusion criteria to make a decision about 
selection.  
Publications were included according to PICOS criteria (Population, Intervention/Exposure, 
Comparator, Outcome, Study Type) (Liberati et al. 2009) as elaborated below. All criteria had to be  
  
                                                          
1 The electronic searches were run again in April 2013 to check for recently-published eligible publications.  
2 These publications had been identified by the search engines possibly due to the multiple meanings of some 
of the search terms.  
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Search strategies for systematic review 
Web of science:  
Date: 10th September 2012  
Search strategy: 
#1 TS=(migration OR migrant or migrat*) 
#2 TS=(HIV* OR AIDS* OR HIV infection) 
#2 AND #1 
Refined by:  
Subject Areas=( PUBLIC, ENVIRONMENTAL & OCCUPATIONAL HEALTH OR WOMEN'S STUDIES OR 
INFECTIOUS DISEASES OR ETHNIC STUDIES OR SOCIAL SCIENCES, BIOMEDICAL OR SOCIAL SCIENCES, 
INTERDISCIPLINARY OR MULTIDISCIPLINARY SCIENCES OR DEMOGRAPHY ) 
Databases: 
 Science Citation Index Expanded (1970-present)  
 Social Sciences Citation Index (1970-present)  
 Arts & Humanities Citation Index (1975-present)  
 Conference Proceedings Citation Index- Science (1990-present)  
Timespan: 1985-September 2012 
Pubmed: 
Date: 10th September 2012 
Search strategy: 
(("HIV"[Mesh]) OR ("HIV Seropositivity"[Mesh]) OR ("AIDS Serodiagnosis"[Mesh]) OR ("HIV 
Infections"[Mesh]) OR ("HIV Infections/epidemiology"[Mesh]) OR ("HIV Infections/transmission"[Mesh]) 
OR (HIV) OR (AIDS)) AND (("Prevalence"[Mesh]) OR ("Cross-Sectional Studies"[Mesh]) OR ("Sexual 
Behavior/statistics and numerical data"[Mesh])) AND ((migrant*) OR (migrat*) OR ("Emigration and 
Immigration"[Mesh]) OR ("Residential Mobility"[Mesh]) OR ("Transients and Migrants"[Mesh])) 
Databases: 
1. MEDLINE. The National Library of Medicine's premier bibliographic database that contains 
references to journal articles in the life sciences with a concentration on biomedicine. 
2. Conference abstracts and books chapters not covered by MEDLINE. 
Timespan: 1985-September 2012 
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valid for inclusion. Conference abstracts, qualitative studies, mathematical modelling studies and 
secondary literature/systematic reviews were excluded at this stage of the selection process.  
Population: Migrating men and women, aged between 15-69 years.  
EXCLUDE:  
1. Overlapping risk groups, e.g. Studies about migrant female sex workers, migrant men who 
have sex with men and migrant injecting drug users.  
2. Clinical studies from sexually-transmitted disease (STD) centres and immigration centres 
where HIV testing is compulsory for new migrants. 
3. Partners of migrants. 
Exposure: Circular labour migration – defined as living away from home for employment for a 
significant part of the year; with repeated visits home between periods of migration-based work. 
This migration could be internal (within one country) or international (across neighbouring countries 
or where there are well-established large circular migration flows). When periods of migration were 
not explicitly stated, those publications were still included where particular occupations are 
historically known and widely accepted to involve circular migration, e.g. mineworkers, truck drivers.  
EXCLUDE:   
1. Permanent migrants – those that have migrated with the intention of settling at destination. 
2. Forced migrants, refugees and trafficked persons.  
3. People travelling for recreational purposes or when away for less than 30 days at a time. 
Comparison group: May or may not be identified in the study. If present, then they would be non-
migrants, either rural populations at source who did not migrate, or local resident urban population 
at destination locations for migrant workers, matched with the study population for age and other 
socio-demographic characteristics.  
Outcome: HIV prevalence expressed as percentages, HIV incidence (if cohort study) or 
odds/risk/hazard ratios when comparison group present.  
Study type: Cross-sectional surveys; prospective cohort studies; case-control studies (HIV-positive 
cases, HIV-negative controls). 
Reasons for exclusion 
All those publications that did not fit the inclusion criteria according to the above listed PICOS 
criteria were excluded from the review. Additionally, those publications which on reading the full 
Chapter 2: Systematic review 
41 
 
text did not include relevant data or the data were of poor quality (e.g. self-reported HIV-status, 
multiple sources of data superimposed) were also excluded. When several publications reported 
results from the same study, the one that was most appropriate to this review was selected. Please 
see Figure 2.1 for details.   
Data extraction 
The following data were extracted from all selected publications and included in tables (Tables 2.1 
and 2.2): first author, publication date, study period and location, the aim and type of study, study 
inclusion criteria and/or migration (exposure) definition, study population, comparison group (if 
present), and the outcome – HIV prevalence percentages, across different groups if available, and 
odds ratios (or risk/hazard ratios) with confidence intervals. If odds ratios were not present within 
the publication, crude odds ratios were calculated from the prevalence data.  
Synthesising the data for critical narrative review and forest plot 
Although the studies met the inclusion criteria, there was no standardised definition of circular 
migration across them (see Table 2.1), and significant variation in study designs and methodological 
approaches used to identify circular migrants. Acknowledging the potentially misleading effects of 
such heterogeneity, often of concern in systematic reviews of observational studies (Stroup et al. 
2000), I carried out a critical narrative review, rather than a quantitative review. The selected studies 
were from geographically diverse areas which varied in terms of historical and contemporary forms 
of circular labour migration and HIV epidemiology (prevalence and distribution). Comparing the 
studies according to region seemed therefore the optimal way to organise the description and 
interpretation of results. The distribution of odds ratios for prevalence of HIV among migrants 
compared to non-migrants (where available) was displayed graphically in an unweighted forest plot 
(Figure 2.2).  This allowed for the visual examination of how migration affected HIV prevalence 
across the different studies.      
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Figure 2.1 Flowchart for study selection 
  
258 duplicates 
removed 
30 publications reviewed 
Other sources: bibliographies, 
official websites: 78 
Web of Science: 1053 
1437 publications  
982 removed after 
reading title 
181 publications excluded for the 
following reasons: 
 
1. No data on HIV prevalence: 41 
2. No data about migrants: 15 
3. About migration after HIV 
diagnosis/death of relative(s): 4 
4. Clinical objectives/microbiology: 2 
5. Permanent migrants/ refugees: 16 
6. Mathematical modelling: 7 
7. About HIV+ persons: 6 
8. Conference abstract: 3 
9. Review/book review/commentary: 47 
10. Same data as for another study: 9 
11. STD clinic /immigration centre study: 7 
12. HIV status based on self-report: 1 
13. Migrant typology unclear/does not fit 
criteria: 15 
14. Study population too heterogeneous: 2 
15. HIV prevalence data for high-migration 
location but not in migrant population 
(more than one source of data 
superimposed): 3 
16. Other at-risk group coincident: 3 
211 full-text 
publications 
239 excluded based on 
abstract; 5 full-text not found 
455 screened using 
abstract, if present 
Pubmed: 564 
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Results 
The results of the search are summarised in Figure 2.1. Of 1437 citations initially identified, 211 
publications were read in full. Of these, 181 publications were excluded because they did not fit the 
selection criteria. 30 publications were finally selected based on the inclusion criteria described 
above. Characteristics of these studies are shown in Tables 2.1 and 2.2. An unweighted forest plot 
was created to graph the effect sizes of migration on the odds of being HIV-positive for migrants 
compared to non-migrants, where relevant data were available (Figure 2.2).  
There were 25 cross-sectional studies, three prospective cohort studies and two case-control 
studies. Nine studies took place in the late 1980s and 1990s, while the rest were carried out after 
2000. Nineteen of the studies were about migrating men, 10 had both migrant men and women 
while one was about migrant women. Fifteen of the studies were based in sub-Saharan Africa, seven 
from South Asia, six from China and Central Asia and two were from Southeast Asia. The following is 
a narrative review grouped according to these broad geographical locations where the studies were 
carried out.  
Sub-Saharan Africa 
Fifteen studies reported data on HIV prevalence among circular migrants in sub-Saharan Africa. Lurie 
et al. conducted research in the late 1990s on migrant mining communities in South Africa. They 
found that despite the mature stage of the epidemic, there was still a significant difference in HIV 
prevalence between migrant men and non-migrant men from their native communities. The remit of 
their study, as for many of the studies included here, explored not just HIV prevalence but 
demographic factors, sexual behaviour and other risk factors for HIV among migrant miners, their 
sexual partners and non-migrant couples. They found that for men, being a migrant remained a 
significant independent risk factor for HIV infection (AOR 2.7, 95% CIs 1.1-6.3) (M. N. Lurie et al. 
2003b). These results differ from a study in the same geographic area conducted over a similar time 
period: Gilgen et al. studied a population drawn from one of the same locations (Carletonville gold 
mining area), and compared HIV prevalence among mineworkers (97% of whom were migrants) with 
non-migrant men3 from the local township community. They found no significant difference in the 
prevalence estimates after adjusting for age, and concluded that migrant men were unlikely to be 
driving the HIV epidemic in South Africa at this mature stage (Gilgen et al. 2001). One possible 
explanation for these divergent results could be the choice of comparison group – while in the 
former study non-migrants were recruited from within the native communities of migrants, the 
latter chose them from within the Carletonville mining area. General population HIV prevalence 
                                                          
3 This study also looked at migrant women, however, because this group included women from ‘hotspots’ who 
were sex workers, discussion about them is beyond the scope of this review (see inclusion criteria above). 
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levels in the townships around mining and industrial centres may be higher than in migrant-sending 
areas.  
This hypothesis is somewhat supported but further complicated in the results from the study by Clift 
et al. who measured the HIV prevalence in communities around newly established goldmines in 
Tanzania (Clift et al. 2003). They found that the miners, many of whom were recent migrants, had a 
6.3% prevalence compared to 16.3% among men in the local community. The authors believe this 
relatively low prevalence among miners to be due to the ‘healthy worker effect’ (McMichael 1976): 
the miners were more educated and HIV-aware than the locals. The authors also discuss how these 
new mines deploy modern methods and need fewer workers, and so the mineworkers are no longer 
accommodated in cramped hostels in the way they were in older South African mines. In other 
words, both working and living conditions for miners are improved in this Tanzanian setting. 
Nonetheless, there is a local sex industry and HIV levels were high in the women working in 
entertainment around the mines. Miners reported sexually-risky behaviour during their migration, 
and therefore the authors expected that HIV levels would rise among miners in a few years.  
In addition to mineworkers, the other mobile occupational group that has been studied most widely 
with respect to the migration-HIV association are truck drivers (Deane et al. 2013). The database 
search did bring up a set of publications about HIV in truck drivers, and although it is not an 
exhaustive list, it provides some insight into HIV prevalence in this specific occupational group. 
Among all the included publications, the trucker studies are the ones that are noticeably deficient in 
details about the migration contexts of their study subjects and often did not have a matched 
control group. Nonetheless, in a Cameroonian study, truck drivers had an HIV prevalence of 16.3% 
compared to 3.8% prevalence in university students (not matched) (Mosoko et al. 2009). This is a 
large differential; however one can assume several important socio-demographic differences (age, 
education, socio-economic status) between the two groups that would have a direct effect on HIV 
risk. In Nigeria, 10% of truck drivers were found to be HIV-positive (Azuonwu et al. 2011). A 
prospective cohort study from Kenya offered a more nuanced appraisal of HIV infection estimates 
among truck company workers (Rakwar et al. 1999). They studied all employees and although 
baseline prevalence was high (17.8%) among all workers, drivers and driver’s assistants were more 
likely to seroconvert over the study period than mechanics and other workers (hazard rate ratio 3.9, 
95% CI 1.7-9.0).  
The other included publications from this region did not describe the occupations of migrants 
making it difficult to examine how the varying contexts of migration might pattern its association 
with HIV. For example, in 1989 Kane et al. carried out a cross-sectional study in northern Senegal, 
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based on anecdotal reports from a local hospital that HIV was being introduced into the region by 
people who migrate to HIV-endemic areas in Central Africa and Cote d’Ivoire. Those who had 
travelled away from Senegal for work for more than six months in the past ten years were labelled 
‘expats’ and were found to have significantly higher HIV prevalence than the control group who had 
not travelled outside Senegal (15.3% vs 0.5%, p<0.0001). Interestingly, expats were administered a 
longer questionnaire that included questions about sexual behaviour and traditional customs such as 
clitoridectomy and genital tattooing, while the control groups were only asked about age, sex and 
travel history (Kane et al. 1993).  
A year later, Pison et al. conducted a case-control study following a serological survey in south-west 
Senegal (Pison et al. 1993). They found HIV seropositivity to be significantly associated with seasonal 
migration, for men and women. While acknowledging the small sample sizes (24 HIV-positive cases, 
67 controls) and speculating about other mechanisms for HIV transmission (blood transfusion, 
medical injection), they conclude with the classic theory that in this study area HIV transmission 
happens via two main steps: first to adult men from heterosexual sex during seasonal migration, and 
second, to their wives or regular partners when they come back home.  Meanwhile, in another 
survey from a nearby region, an association between circular migration (as defined in this review) 
and HIV prevalence was not apparent. Looking at risk factors for HIV infection in Caio, Guinea-Bissau, 
on the border with Senegal, Lagarde et al. divided mobility according to length of time away. Being 
away for at least a month in the last 12 months was not associated with differences in HIV 
prevalence4 (Lagarde et al. 2003). 
In 1997, as part of a multi-centre study looking at the factors determining different HIV prevalence 
across sub-Saharan Africa, Lydie et al. compared men and women with three levels of mobility in the 
past 12 months in urban Cameroon. The migration variable in this study was complex and had 
potential for over-estimation of the period of migration5. Also, the reasons for migration are left 
unexplored. Nonetheless, they found that for men, time spent away had a direct association with 
HIV prevalence; but this was not the case for women (Lydie et al. 2004). Men who had been away 
for at least 31 days in the last year had higher HIV prevalence than those who did not move (7.6% vs 
1.4%).  A limitation, acknowledged by the authors, is that the short time frame allowed for the recall 
of migration activities (12 months before the start of the study) leaves little room for the possibility 
                                                          
4 They found “short-term mobility” (away for >=1day/last 4weeks) to be a risk factor for HIV in men, but this 
does not fit the definition of the migration variable in this review.  
5 For instance, it was not possible to separate ‘time spent away from home but in town (Yaounde)’, from ‘time 
spent outside town’. 
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that study participants may have been infected before this period. As discussed later, this is only a 
particular illustration of a problem that exists with all cross-sectional data.  
In 2003-4, Welz et al. carried out a serological survey in South Africa. They were able to use pre-
existing longitudinal data from ongoing demographic surveillance in the area to facilitate nearly 
complete sampling. They compared a stratified random sample of ‘non-residents’ with a larger 
sample of ‘residents’ for HIV prevalence. They found that prevalence was higher for non-residents 
compared to residents (37.6% vs 21.5%), and the corresponding age-adjusted odds ratios were > 1 
for both men and women. However, the migration variable was not clearly defined in the study (see 
Table 2.1) and the circumstances of migration are unknown. Since they primarily focussed on the 
age-distribution of infection levels between the two groups they did not carry out multivariate 
analysis controlling for other potential risk factors for HIV infection. Importantly, the authors found 
that many of the known factors associated with increased HIV risk were disproportionately high in 
the study non-participants, and so the true prevalence estimates were likely to be higher  (Welz et 
al. 2007).  Depending on the proportions of non-participants among the migrant and non-migrant 
groups this could over- or under-estimate the HIV prevalence differences between them.  
In another South African study, the main aim was to look at the role of gender in HIV risk, and 
migration was one of the additional variables looked at. Zungu-Dirwayi et al. carried out a survey on 
public sector educators across the country. They found that while moving away from one’s family for 
work did not seem to impact on HIV prevalence among male educators, it increased HIV risk for 
female educators. Further, women who moved away from home along with their families had lower 
prevalence than women who moved away alone, but moving with family made no difference to the 
men (data not shown in table) (Zungu-Dirwayi et al. 2007). This is similar to the findings from 
another Tanzanian study where Kishamawe et al. looked at the effect of male and female mobility 
on couples’ HIV risk. In this study, ‘long term migration’ was defined as living away at least once 
during a demographic round, and once again reveals little about the nature and patterns of 
migration from that region (aside from what is described in the publication’s background section). 
When looking at the effects of individual migration on personal HIV risk, they found that ‘long-term’ 
migration did not significantly increase HIV prevalence (or incidence) in men, but it did in women 
(OR 3.1, 95% CIs 1.7-5.6) (Kishamawe et al. 2006). This corresponded well with the associations they 
found between mobility and high-risk sexual behaviours for women but not for men.   
Mundandi et al. carried out a prospective cohort study in Manicaland, Zimbabwe to look at the role 
of migration in HIV transmission. They conducted two consecutive rounds of data collection, first 
with residents and future out-migrants, and then at follow-up, with residents again, and out-
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migrants traced at some of the main destinations. At both baseline and follow-up they found no 
significant difference in HIV prevalence between residents and future and current out-migrants. 
Even after adjusting for reasons for migration and migration destinations, there was no evidence for 
migration leading to higher HIV incidence. The authors believe this may be due to the maturity and 
widely-disseminated nature of the epidemic in Zimbabwe (Mundandi et al. 2006). As found by Lurie 
et al. in South Africa (M. N. Lurie et al. 2003a), HIV prevalence may increase within rural sending-
areas due to high-risk activities within the area, rather than always being imported in by migrant 
workers returning from urban areas.    
Given the increasing feminisation of labour migration worldwide, and specifically in South Africa 
(Hunter 2010), studies about male migrant workers give an incomplete picture of the relationship 
between migration and HIV. In a study published the same year as Lurie et al, and based in a nearby 
township, Zuma et al. looked at HIV prevalence among migrant women. Once again, the migration 
status of these women is not adequately specified: women self-identified as migrants and not sex 
workers, but there were no further details about the reasons, duration and destinations for 
migration. Nevertheless, these migrant women had significantly higher HIV prevalence than non-
migrant women (46% vs 34.7%, p=0.011). Also, the length of time spent away from the area seemed 
to make an important difference: women who stayed away for more than a month (fitting with the 
migrant definition in this review) had higher prevalence than those that stayed away for a shorter 
period (Zuma et al. 2003).  
South Asia 
A recent publication from India was based on a large-scale case-control study where study subjects 
were recruited from HIV-testing centres and compared for their migration histories (Saggurti et al. 
2012a). Among those who had had an HIV test within the last six months prior to the study, 80% of 
the HIV-positive cases had a migration history compared to only 44% of the HIV-negative controls6. 
Migrants were four times more likely than non-migrants to be HIV-positive (AOR 4.4, 95% CIs 3.3-
5.9). Wives of migrant men were also at increased risk. Despite being a large study the authors 
acknowledge that these results may be biased as the sample represented those who had actively 
sought HIV testing (either voluntarily or following medical referral). This group may have a different 
HIV risk behaviour profile than the general population. However, the authors believe that unlike 
most cross-sectional studies, their study can indicate some ‘causality’, or direction of effect, because 
all respondents had only recently been diagnosed as HIV positive or negative, and therefore, reverse 
causality – where the HIV diagnosis might affect migration behaviour – is unlikely. In contrast to 
                                                          
6 The proportion of female migrants was low and hence only male migrants were analysed for the migration-
HIV association. 
Chapter 2: Systematic review 
48 
 
these stark findings, the analysis of a nationally-representative dataset, also from India,7 found that 
although ‘temporarily long-duration mobile men’ reported taking greater sexual risks than non-
mobile men (greater number of lifetime sexual partners, commercial sex) its association with HIV 
prevalence was not statistically significant (AOR 1.5, 95%CIs 0.9-2.3) (Gupta et al. 2010). The authors 
focussed on alcohol consumption, believing that to be a more important risk factor for HIV than 
migration or mobility. 
Poudel et al. carried out a survey in set of high-out-migration villages in Doti, Nepal where there is a 
lot of circular migration to India for employment and education. The favoured destination for labour 
migration is Mumbai, a city with high HIV prevalence. Although they found that migrant-returnees 
had a higher HIV prevalence than local non-migrants (10.3% vs 2.5%) the sample size was small and 
the difference was not statistically significant (p=0.17). The HIV prevalence figures in this study were 
relatively high, which the authors warn must be interpreted cautiously as respondents were chosen 
from high-risk areas by key informants, and a large percentage of the migrant-returnees had been 
living in Mumbai, rather than other parts of India (Poudel et al. 2003).  
Migrant-returnees from Mumbai were also found to have the highest HIV prevalence in two studies 
in far-western Nepal. In the Kailali study (FHI 2002a), there was no HIV among non-migrants, and 
prevalence was higher in migrants returning from Mumbai (6.1%) compared to India as a whole 
(0.6%). In the Accham study (FHI 2002b), internal migrants within Nepal and migrants to India had 
similar HIV prevalence. Among migrant-returnees from India, again, when compared by locations 
within India, those who had lived in Mumbai compared to those who had lived in other parts of India 
had seven times higher risk of being HIV-infected (7.7% vs 1.3%).   
A large cross-sectional survey from India along four major national highways (Pandey et al. 2008) 
found an overall HIV prevalence of 4.6% (95%CI 3.8-5.4) among truck drivers, 12 times higher than 
the general male population (0.36%). However, there was a big range across the four routes, from 
2.4% along the north-south route to 6.8% along the south-east route. Interestingly, the south-east 
route truckers also reported the highest levels of exposure to HIV prevention interventions, but the 
authors do not examine this association. Another study from Andhra Pradesh state in southern India 
found an HIV prevalence of 2.1% among truck drivers, twice that of the general adult population of 
the state (Dude et al. 2009). 
                                                          
7 The (Indian) National Family Health Survey (2005-06) – III.  
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China and Central Asia 
A few studies about internal, rural-to-urban labour migrants in China fit the inclusion criteria and 
were reviewed, but were ultimately inconclusive. A study from Yunnan, China found a 0.5% HIV 
prevalence among a convenience sample of male miners (Zhao et al. 2005). This was similar to a 
more recent study from the same location reporting a prevalence of 0.7% among Yunnan miners 
(Zhang et al. 2010). In this latter study, the authors divide the miners into whether or not they were 
clients of sex workers and found, unsurprisingly, higher prevalence among the clients compared to 
the non-client miners (1.8% vs 0.5%). Hesketh et al. compared HIV (and other STD) levels in migrant 
workers and matched urban workers from a range of industrial units in Hangzhou, eastern China 
(Hesketh et al. 2006). The HIV prevalence was 0% in both groups, so no conclusions could be drawn 
about any differences in HIV risk. Another Chinese study carried out by He et al. in Shanghai also 
found HIV prevalence to be 0% in male migrant workers from rural areas (He et al. 2005).  
Such low prevalence figures were found among other publications as well: only one person tested 
HIV-positive among a populations of male and female migrant market vendors in Kazakhstan 
(prevalence: 0.24%), despite relatively high rates of reported sexual risk-taking and low rates of 
condom use (El-Bassel et al. 2011). In Mongolia, of the high-risk groups tested for HIV, including 
‘mobile men’, none were found to be HIV-positive (Davaalkham et al. 2009). 
Southeast Asia 
In an Indonesian study, Mustikawati et al. looked at a set of men deemed to be at ‘high risk’ 
(Mustikawati et al. 2009). These were dock workers, mototaxi drivers, seafarers and truck drivers. 
They divided the groups according to whether they were recruited from Papuan or non-Papuan 
communities. Although they found some HIV infection in most of the sample groups (ranging from 
0%-3%), there were noticeably higher levels of HIV among Papuan men than non-Papuan men. The 
authors believe that although the occupations of these men are comparable the observed 
differential in HIV prevalence estimates is likely to be explained by the high prevalence of male 
circumcision in non-Papuan Indonesia. This kind of regional variation in HIV prevalence was also 
found in a Vietnamese study (Tuan et al. 2007) where the authors found that most of the 
occupational groups sampled for the category ‘mobile groups’ (seafarers, migrant construction 
workers and border traders) had low HIV prevalence, except for border traders in two of the four 
locations studied. Their study included female sex workers and injecting drug users and they explain 
their results on the prevalence and degrees of overlap in sexual networks between these 
subpopulations in different areas. Therefore in both studies, what appeared initially as HIV 
prevalence variation based on mobility, turned out to be more to do with differences in population-
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level biological susceptibility and regional variation in the degree of sexual network overlap with 
high-prevalence groups respectively. 
 
Discussion 
The objective of this systematic review was to collect and review the evidence from empirical 
research to test the hypothesis that there is a positive association between circular labour migration 
and HIV prevalence. The evidence from this review turns out to be far from straightforward. Sixteen 
studies found a higher prevalence in migrants compared to non-migrants (matched controls, other 
study groups or general population prevalence figures) but these differences were often not 
statistically significant. Thirteen studies showed no clear pattern (e.g. a positive association for 
women but not men, or vice versa, or based on regional variation; lack of comparison group; zero 
HIV prevalence). One study showed a decreased risk for migrants compared to non-migrants. There 
are a number of potential explanations for this lack of a clear and consistent result. 
No common definition of migration 
The complex and variable nature of migration was reflected in the varied definitions used (Table 
2.1), and it was not possible to have one that was broadly consistent across the selected studies. 
Informed by typical migration patterns in the study area and working within the resource constraints 
of the project, each study created and described its own migration variable. For example, in a few 
studies, migrants were identified on the basis of movement within the last 12 months preceding the 
study period while for others it was based on migration in the last ten years, or in their whole lives. 
By contrast, in all the Chinese studies, migrant workers were identified solely on the basis of their 
non-urban household registration at their employment locations, rather than any survey questions 
about migration activity. Several publications did not provide information on the reasons for 
migration and migrant occupations and destinations. 
In many of the publications about trucker drivers, there is only a single phrase or sentence about 
how they are ‘long-distance truckers’ or ‘mobile men’ identified from posts along major highways. In 
some cases, this is because the study is a baseline study looking at point prevalence in a number of 
‘at-risk’ groups together, for instance, the Cameroon study by Mosoko et al., and the studies from 
Vietnam (Tuan, et al.) and Indonesia (Mustikawati et al.). But also, it appears that the categorisation 
of certain populations based on occupations such as truckers (mine workers, female sex workers) as 
‘high-risk groups’ for HIV transmission has been so universally accepted that the need to deconstruct 
their meaning in specific contexts is not apparent.  
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Methodological differences and varied quality of publications 
Apart from three cohort studies, the rest were either case-control (two studies) or cross-sectional 
study designs, from which the temporal order of HIV infection and migration cannot be ascertained. 
A significant positive association between migration and HIV infection could suggest that HIV 
positive persons are more likely to migrate than others. There is indeed some evidence for this 
phenomenon (Berk et al. 2003; Booysen 2006; Clark et al. 2007; Knodel and VanLandingham 2003). 
Moreover, the sampling and recruitment procedures across studies were very heterogeneous. The 
sample sizes were small in a few studies, and sometimes even the selection of participants was 
deliberately biased by choosing areas where HIV prevalence was high (for example, in some of the 
Chinese and Nepali studies, subjects were recruited from areas with high levels of HIV infection). The 
sampling of participants ranged from simple convenience samples to probability-proportional-to-size 
samples and in many studies there was no control group to compare prevalence estimates in 
migrants against.  
Migration is complex and locally-specific 
Looking within the selected studies, migration in Hangzhou, China was by entire families, but 
Nepalese migrants to India and South African miners were all men, travelling alone. Several studies 
gave only minimal information about the context of migration (who migrates, where do they go, 
what do they do there), and some missed it altogether. But clearly, every study region’s unique local 
cultural and political history has a significant effect on migration behaviour, and thus the migration 
patterns that result will be unique as well. Meanwhile, different occupations and migration locations 
have important influences on the extent of risky sexual behaviour that is actually possible and on the 
prevalence of HIV in the local sexual networks that ‘high-risk’ migrants are expected to link into. 
Although this kind of analysis was beyond the scope of this review, it does illustrate the 
methodological problems in comparing migrant groups from different geographical areas and across 
long periods of time.   
Other factors 
Importantly, the role of migration would also vary according to factors such as epidemic phase. The 
HIV/AIDS epidemic in South Africa and Zimbabwe is mature and generalised while in India it is still 
believed to be concentrated in specific groups. High HIV prevalence and a longer history of 
prevention projects could also lead to greater awareness of infection risk (although awareness may 
not always change behaviour, as for the south-east route truckers in the Pandey et. al. study). 
Providing support to enable HIV prevention could counter the negative effects of disempowerment 
faced by migrant workers away from their native homes. In fact some research suggests that migrant 
workers and mobile people are sometimes more likely to report using condoms than non-migrants 
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(Mnyika et al. 1997; Morris et al. 2000). Migrant worker employment policies and local cultural 
norms would further affect the experience of migrant workers, which then impacts upon their health 
outcomes. 
There have been a few reviews in the past looking for an association between migration and 
HIV/STIs (S. J. Hawkes and Hart 1993; Mabey and Mayaud 1997; Palo 2009; Quinn 1994). However, 
they define migration in the widest terms, often including permanent migrants who change their 
main residence forever, and persons belonging to other risk groups who happen to be migrants as 
well (e.g. migrant sex workers). This review is the first to investigate the association between circular 
labour migration and HIV prevalence. With HIV/AIDS becoming a pressing concern in many 
developing countries, including India, policy-makers have put migrant workers in their list of high-
risk groups to be targeted with special interventions. But there is a surprising lack of studies that 
have verified this association, and thus the evidence to support such measures is not entirely clear.  
Trying to ask a narrow question, and discovering that it was not possible to answer it, provides a 
justification for why categories such as ‘circular labour migration’ need to be disaggregated and 
understood in detail (see also (Karnik 2001)). A small set of the publications reviewed, including 
some that found circular migration to be a risk factor for increased HIV prevalence, described the 
social contexts from which the study participants had been drawn. They discussed the living and 
working conditions of migrant workers, and how their inferior status as migrant workers made them 
vulnerable to health and social problems. The presence of sex worker populations living near areas 
of high male migrant concentration increased the likelihood a high-risk sexual activity. What makes 
migrant workers at greater risk of infection than others is not the process of migration itself, but the 
unsafe conditions under which people migrate that expose them to risks of infection (Samuels et al. 
2011). Equally important to consider are structural conditions, such as poverty at the place of origin 
that encourages people to migrate in the first place. Categories such as ‘migrant worker’ are 
important and pragmatic for designing interventions and policies and directing project funds, in the 
face of limited resources and time. However they need to be repeatedly questioned and 
deconstructed because they may conceal contributing factors that may be more important in 
influencing risk than the category itself.   
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Figure 2.2 Odds ratios comparing HIV prevalence in migrants versus non-migrants8 
                                                          
8 These are either adjusted or unadjusted ORs depending on data available in the publication. Only 16 
publications provided ORs or had sufficient data to calculate ORs. 
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Tables of results from the systematic review investigating the association between temporary migration and HIV prevalence 
 
Table 2.1 Description of studies in the systematic review 
 First author and 
publication 
date 
Study period Study location Study aim Study type Inclusion criteria/Exposure/Migration typology 
1. Lurie et al.  
2003 
October 1998-
November 2000 
Migrants: 
Carletonville and 
Richards bay, non-
migrants recruited 
from Hlabisa and 
Nongoma districts 
in South Africa.  
Testing the hypothesis that migrants 
and their partners are at greater risk 
of HIV infection than non-migrants 
and their partners, and investigation 
of potential risk factors. 
Cross-
sectional  
Migrant men recruited only if come from Hlabisa or 
Nongoma;  
Migration variable: Migrants - been a migrant for at least 
6months and have at least one regular partner in Hlabisa 
or Nongoma.  
Non-migrants – defined as spending most nights at home 
and not being a migrant for >6months in past 5years. 
Recruited from Hlabisa and Nongoma districts.  
2. Gilgen et al. 
2001 
August 1998- Carletonville 
goldmining area, 
South Africa 
To assess the prevalence of HIV and 
selected STIs in target population; 
explore association of HIV with range 
of biological and social variables; 
provide a sound basis for evaluating 
impact of planned intervention. 
Cross-
sectional 
Men aged 13-59 years. 
Migration variable: 97% mineworkers were migrants.  
3. Clift, S. et al.  
2003 
November 2000 – 
January 2001 
Tanzania: Kakola, 
Shinyanga Region 
and Geita town, 
Mwanza region 
To measure the prevalence of HIV and 
other STIs in communities 
neighbouring two large gold mines in 
Northern Tanzania in order to inform 
the design of interventions. 
Cross-
sectional 
Migration variable: Not clearly identified, but two groups 
for comparison –  
Male miners: From company records, aged 16-54 years, 
stratified by department with probability proportional to 
department size. 
 
Community members: Male and female adults not 
employed by the mines, bars or other food/recreational 
facilities 
4. Mosoko, J.J. et 
al.  
2007 
July – August 2004 Cameroon: 7 major 
highways across 
the country (for 
truck driver 
recruitment) 
To identify factors associated with HIV 
infection among specific population 
subgroups in Cameroon. To determine 
seroprevalence and describe 
behavioural risk factors associated 
with HIV infection. 
Cross-
sectional 
Truck drivers, among 5 other sub-groups studied. 
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 First author and 
publication 
date 
Study period Study location Study aim Study type Inclusion criteria/Exposure/Migration typology 
5. Azuonwu, O. et 
al.  
2011 
-- Nigeria: Halt points 
along one major 
national highway 
To assess HIV prevalence and 
associated risk behaviours among 
long-distance truck drivers operating 
in the Niger Delta of Nigeria 
Cross-
sectional 
Migration variable: >1 year in the occupation (truck 
driving) 
 
Age: Between 21-60 years. Willingness to participate 
6. Rakwar, J. et al. 
1999 
March 1993 – June 
1997 
Mombasa, Kenya To determine the prevalence, 
incidence and correlates of HIV-1 
infection in a cohort of east African 
trucking contract employees 
Prospective 
cohort 
Male trucking company employees, except casual workers: 
combination of drivers and drivers’ assistant, plus 
mechanics and others. 
7. Kane et al.  
1993 
Autumn 1989 Matam district, 
northern Senegal 
To assess temporary expatriation as a 
risk factor for HIV infection in a rural 
area of Senegal and to examine the 
transmission of HIV from expatriates 
to their families.  
Cross-
sectional 
11 villages chosen because known to have individuals who 
had travelled to other African countries. All expats who 
were present at time of study were eligible and their 
spouses (present or not).  
Migration variable: "Expatriate" defined as anyone who 
had travelled and worked in another African country for 
>6months in the last 10years.  
All controls who had not travelled to other African 
countries in past 10years: "control non-travellers"; and 
those who did: "control travellers".  
 
 
8. 
 
Pison et al.  
1993 
October 1990 Ziguinchor, south-
west Senegal  
To identify the risk-factors of infection 
and examine the role of seasonal 
migrants 
Case-
control 
Serological survey: All adults aged 20 and above invited for 
blood test.  
Migration variable: Seasonal migration measured as 
moved away for >=1month in last 12months 
9. Lagarde et al.  
2003 
March 1997-January 
1998 
Caio, northwest 
Guinea-Bissau, near 
Senegal border 
To identify key determinants of HIV 
infection in rural West Africa 
Cross-
sectional 
Men and women aged >=15 years (included those >59 
years in Caio because high prevalence of HIV-2, common in 
older ages).  
Migration variable: Long term mobility - been away from 
your village for at least one month in past 12 months. 
10. Lydie et al.  
2004 
1997 Yaounde, 
Cameroon 
Data collected as part of a multi-
centre study of factors determining 
the different prevalence of HIV in sub-
Saharan Africa. Aim was to collect a 
representative sample of 1000men 
Cross-
sectional 
Men and women from Yaounde city aged 15-49yrs who 
slept in the house the night before the first visit by the 
study team were eligible.  
Migration variable: Respondents who lived in Yaounde for 
>=1year were asked about mobility in the last 12 months. 
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 First author and 
publication 
date 
Study period Study location Study aim Study type Inclusion criteria/Exposure/Migration typology 
and 1000women aged 15-49years 
from the general population.  
This results in a combination of two variables: 
1. Mobility variable: Immobile - If spent some nights away 
from main residence, but still in Yaounde (along with those 
who didn't spend nights away).  
Travellers- Those that travelled outside Yaounde in the last 
12 months. 
2. Time spent away variable: Among travellers, time 
outside Yaounde (extraurban mobility) plus that spent in 
Yaounde but away from main residence (intraurban 
mobility) also counted. Time spent away from home 
divided into 3 categories: a. no absence, b. away for 
<=31days and c. away for >31days.  
NOTE: Only data for >31days shown in Table 2.2. 
 
11. Welz et al.  
2007 
June 2003-November 
2004 
Africa Centre 
Demographic 
Surveillance Area in 
rural 
Umkhanyakude 
district in northern 
KwaZulu-Natal, 
South Africa 
To estimate the prevalence of HIV and 
associated socio-demographic factors 
including mobility and migration in a 
rural population in KwaZulu-Natal.  
Cross-
sectional 
All men 15-54yrs and women 15-49yrs recorded as 
resident in the area on 18 June 2003 were eligible for the 
HIV serosurvey. 12.5% of non-residents randomly selected 
in equal numbers from each of the 10strata defined 
according to sex and frequency of return visit to area. 
Migration variable: Non-residents - they have their main 
residence elsewhere but maintain connection with the 
household through periodic visits.  
Residents - those who report living in the household; the 
keep their daily belongings there and spend most nights in 
the homestead. 
12. Zungu-Dirwayi 
et al. 
2007 
2004 South Africa To assess the relationship between 
gender and HIV, taking into account 
socioeconomic status and race of 
educators 
Cross-
sectional 
State-paid educators identified using South African Dept of 
Education's School Register of Needs to identify schools. 
Migration variable: Migrants - educators who upon 
completion of their studies, were placed away from their 
families; Non-migrants - educators who stayed in the same 
areas as their families.  
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 First author and 
publication 
date 
Study period Study location Study aim Study type Inclusion criteria/Exposure/Migration typology 
13.  Kishamawe, C. 
et al.  
2006 
1994-2002 Tanzania: Kisesa 
ward, Mwanza 
region 
To establish whether men and women 
who are part of couples in which one 
of the partners is mobile show more 
sexual risk behaviour and a higher HIV 
prevalence than continuously co-
resident men and women. In 
particular, how the absence of mobile 
partner affects risk behaviour of 
partner staying behind (although not 
looked at here). 
Longitudin
al cohort : 
3 
epidemiolo
gical and 
behavioura
l surveys, 
with 5 
demograph
ic rounds 
between 
each 
survey 
Migration variable: 
Two measures of mobility: 
Short-term mobile: If the person had slept outside the 
household at least once the night before one of the 5 
demographic rounds; 
 
Long-term mobile: If the person had been living elsewhere 
at least once during a demographic round; 
 
Residents: All those who did not sleep outside the 
household or lived elsewhere at the time of the 
demographic rounds. 
 
NOTE: Only long-term mobile examined in Table 2. Also, 
risk according to partner’s mobility excluded from this 
review – only effects of own mobility and own HIV status 
included. 
14. Mundandi et al. 
2006 
July 1998-February 
2000 and July 2001-
February 2003 
12 rural 
communities in 
Manicaland 
province in rural 
eastern Zimbabwe 
To find out whether: 1. out-migrants 
are a selection of high-risk individuals 
before they moved or a random 
sample of the population and 2. In a 
mature epidemic, such as in 
Zimbabwe, whether migration process 
still has an impact on the spread of 
HIV infection.  
Prospective 
cohort  
Men aged 17-54 years, women aged 15-44 years. 
Migration variable: Future out migrants identified 
retrospectively when initial cohort revisited at second 
round. At second round, a sample of out-migrants traced 
at destinations Harare, Mutare and few others.  
15.  Zuma et al.  
2003 
August 1998- Khutsong township, 
Carletonville, South 
Africa 
To investigate the risk factors for HIV 
in self-identified migrant and non-
migrant women in Carletonville, South 
Africa. Part of cross-sectional a survey 
to investigate the prevalence of HIV 
and other STDs. 
Cross-
sectional  
Part of a bigger study where data collected from men and 
women 13-60 years old in Khutson township. Everyone 
who slept in the household the night before the study 
team visited was eligible. 
Migration variable: Included women who did not consider 
themselves to be sex workers. Self-identified migration 
status.  
Chapter 2: Systematic review 
58 
 
 First author and 
publication 
date 
Study period Study location Study aim Study type Inclusion criteria/Exposure/Migration typology 
16. Saggurti, N. et 
al.  
2012 
2010 India: 7 districts in 
northern and 
eastern India where 
high levels of out-
migration 
(Darbhanga, 
Muzaffarpur, 
Sitamarhi, 
Azamgarh, 
Allahabad, Deoria, 
Ganjam) 
To investigate whether a higher 
proportion of migrant (active or 
returned) married men are HIV-
infected than non-migrant married 
men, and whether a higher proportion 
of married women with migrant 
husbands are HIV-infected compared 
to those married to non-migrant men. 
Case-
control 
Migration variable: 
For men:  
‘Out-migration ever’ if ever migrated for work: 
migrants/non-migrants 
‘Current status of male out-migration’ classified as 
never/returned/active, depending on whether migrating 
during study 
 
For women: 
Migration variable for spouse, as above 
 
NOTE: Only looking at self-serostatus and self-migration in 
this review. Therefore, women excluded from Table 2 as 
did not migrate themselves. 
17. Gupta, K. et al. 
2010 
2005-2006 India: 5 high 
prevalence states 
and 1 low 
prevalence state 
(plus sub-samples 
within the rest of 
22 states) 
To examine the HIV risk behaviour and 
HIV prevalence among males in India 
by the migration and mobility status in 
the context of their alcohol use, using 
the National Family Health Survey – 3 
(NFHS-3) dataset. 
Statistical 
analysis of 
a cross-
sectional 
national 
survey 
Men aged 15-54 years 
 
Migration variables: 
 
Migration status: ‘Migrant’: Those who have ‘always’ lived 
at present residence. ‘Non-migrant’ who have not ‘always’ 
lived there. 
 
Mobility status:  
‘Non-mobile’: Those who have not stayed away from their 
household for even one night in the last 12 months. 
‘Short-duration mobile’: Those who have slept away from 
their home at least night, but for <1 month in the past 12 
months 
‘Long-duration mobile’: Those who have stayed away from 
their home for >1month in the past 12 months 
 
NOTE: Only HIV prevalence according to mobility status, 
and not migration status, are examined in Table 2 
(because ‘migrants’ will include permanent migrants). 
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 First author and 
publication 
date 
Study period Study location Study aim Study type Inclusion criteria/Exposure/Migration typology 
18. Poudel et al.  
2003 
April 2001 Five villages in Doti 
district, Nepal (with 
high migration to 
Mumbai, India) 
To measure seroprevalence of HIV and 
syphilis, assess behavioural risk factors 
for these infections among migrant-
returnees and non-migrants in far-
western Nepal 
Cross-
sectional 
Men aged 15-45 years. 
Migration variable: 
Migrant-returnee: any man residing in the study area who 
had at some point travelled abroad as a migrant worker 
and had returned home within the 3 months prior to 
study.  
Non-migrant: man residing in the same area, who had 
never travelled abroad as a migrant worker until the time 
of data collection. 
19. Family Health 
International 
2002 (a) 
October-November 
2001 
Kailali district, 
Nepal 
To determine the HIV/STI prevalence 
and risk factors among Nepali male 
migrants and non-migrants in selected 
village development committees 
(VDCs) in Kailali district 
Cross-
sectional 
Men aged 18-50 years. 
Migration variable: Migrants- were defined as the male 
members who have, at any time, been outside Nepal for 
employment and/or study purposes. Non-migrants - those 
who have never been outside Nepal.  
20. Family Health 
International 
2002 (b) 
October-November 
2001 
Accham district, 
Nepal 
To determine the HIV/STI prevalence 
and risk factors among Nepali male 
migrants and non-migrants in selected 
village development committees 
(VDCs) in Achham district 
Cross-
sectional  
Men aged 18-50 years. 
Migration variable: Migrants - were defined as the male 
members who have, at any time, been outside Nepal for 
employment and/or study purposes. Non-migrants - those 
who have never been outside Nepal.  
21. Pandey, A. et al. 
2008 
June – September 
2007 
India: 4 major 
national truck 
routes – North-
West, North-South, 
North-East, South-
East 
To report HIV and STI prevalence and 
sexual behaviour of long-distance 
truckers on 4 national highway routes. 
Cross-
sectional 
Migration variable: Long-distance truck drivers: travelling 
to destinations >800Km from their point of origin. 
22. Dude, A. et al. 
2009 
 India: Bowenpally, 
near Hyderabad, 
Andhra Pradesh.  
To understand the extent of risky 
sexual behaviours among a group of 
truck drivers working within a large 
transportation company in a state 
with the highest rates of HIV infection 
due to sexual transmission. Examines 
the socio-demographic and work-
related predictors of risky sexual 
behaviour, HIV and genital symptoms 
of an STI. 
Cross-
sectional 
Migration variable: Truck drivers employed or contracted 
by Gati Limited (private transport company) 
 
>=18 years, fluent in Hindi or Telegu. 
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 First author and 
publication 
date 
Study period Study location Study aim Study type Inclusion criteria/Exposure/Migration typology 
23. Mustikawati, 
D.E. et al.  
2009 
August – November 
2007 
11 cities in 
Indonesia: 
provincial capitals 
or other significant 
sexual transmission 
‘hotspots’  
Reporting biological-behavioural 
surveillance data on prevalence of 
sexual risk taking, HIV and other STIs 
among 4 occupational groups at 
elevated risk of infection, in order to 
aid appropriate actions 
Cross-
sectional 
Men in potentially “high risk” occupations. 
 
Migration variable: 4 occupational groups studied: Dock 
workers, seafarers, truckers and mototaxi drivers 
24. Tuan, N.A. et al.  
2007 
2002 – 2004  4 border provinces 
in Viet Nam: Lai 
Chau, An Giang, 
Dong Thap and 
Kien Giang 
The examine the baseline data for HIV 
risk distribution and determinants for 
different population subgroups 
assumed to be at higher risk of HIV 
compared to the general population 
Cross-
sectional 
Part of a larger study including looking at “mobile groups”:  
 
Migration variable: Seafarers/ sea fishermen selected from 
30 harbours, migrant construction workers and border 
traders (local trade with Cambodia) 
25. Zhao, R. et al. 
2005 
 Gejiu, China: 
Laochang and 
Kafang township 
mines 
To analyse gonorrhea, chlamydia and 
HIV serprevalence and self-reported 
behaviours to better understand 
potential bridging populations in the 
Honghe Prefecture, Yunnan, China. 
Cross-
sectional 
Male miners. No other details. 
 
Migration variable: Not provided at selection but in 
selected sample 95.8% did not have a local hukou, 40.8% 
had been living in the area <1year. 
26. Zhang, G.L. et 
al.  
2010 
March-May 2006 Gejiu, China: 
5mines selected 
from Laochang and 
Kafang mining 
communities 
Assessing the HIV and STI prevalence 
and risk factors among a large sample 
of miners in Gejiu city. 
Cross-
sectional 
Miners employed in one of the 5 mines;  
b. Aged >=16yrs;  
c. willing and able to give consent. 
Migration variable: Not stated at selection but in selected 
sample 92.8% had a hukou (residence permit) from 
outside Gejiu, only 7.2 Gejiu hukou. 84.7% of non-Gejiu-
hukou were from within Yunnan province.  
41.3% had stayed in the study site for <1yr. 
27. Hesketh et al.  
2006 
January-July 2004 Hangzhou, Zhejiang 
Province, booming 
city of eastern 
China.  
To measure the prevalence of HIV and 
syphilis in migrant workers in an 
eastern Chinese city, and to determine 
knowledge and attitudes to HIV; to 
determine if migrants are likely to 
substantially contribute to the HIV 
epidemic in the future.  
Cross-
sectional  
Men and women recruited from a range of employers: 
manufacturing, hotels/bars, retail, domestic service, 
construction. 
Urban workers from same work units, or if not possible, 
then from other units to achieve large enough sample size.   
Migration variable: Migrants - those who hold rural 
household registration (hukou) and who have worked in 
an urban destination for between 3months-5years.  
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 First author and 
publication 
date 
Study period Study location Study aim Study type Inclusion criteria/Exposure/Migration typology 
28.  He et al. 
2005 
2002 Community located 
between urban and 
suburban areas in 
northwestern 
Shanghai.  
To identify the correlates and 
determine prevalence of STDs among 
male rural migrants in Shanghai 
Cross-
sectional 
Migrant men working in construction sites, markets and 
small factories.  
29. El-Bassel, N. et 
al.  
2011 
July – October 2007 Kazakhstan: 
Barholka market, 
Almaty 
To examine the relationship between 
mobility characteristics and sexual risk 
behaviours among male and female 
migrant market vendors in Almaty, 
Kazakhstan 
Cross-
sectional 
Male and female market vendors 
 
Eligibilty: 18 years old, employed as a worker or owner of a 
stall. Also, participated in vaginal/anal sex in past 90 days. 
Migration variable: Have travelled >=2hours outside of 
Almaty within the previous year. Also either non-citizen of 
Kazakhstan (external migrant) or permanent residence >=2 
hours from Almaty.  
30. Davaalkham, J. 
2009 
September – 
December 2007 
Ulaanbatar and 
Dornogobi province 
in Mongolia 
To evaluate the current risk status of 
HIV-1 among high risk populations in 
Mongolia, examining the 
seroprevalence of other STIs 
concomitantly 
Cross-
sectional 
‘Mobile men’ among other high-risk groups selected. 
 
Migration variable: ‘Mobile men’ identified along major 
road and rail networks, truck spots and border 
checkpoints. 
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Table 2.2 Results from studies in the systematic review 
 First author 
and 
publication 
date 
Population 
(Migrants) 
Comparison group 
(Non-migrants) 
Overall 
prevalence 
Migrants’ prevalence Non-migrants’ 
prevalence 
p-value Odds ratios and 95% CIs Adjusted ORs and 95% CIs 
1. Lurie et al.  
2003 
196 migrant men 64 non-migrant men;  20.1% 25.9% 12.7% 0.03% 2.4 [1.1-5.3] 2.65 [1.12-6.26], p=0.026  
2. Gilgen et al. 
2001 
899 mineworker 
men living in 10 
single-sex hostels 
499 men from the 
local community 
-- 29% 
NOTE: After adjusting 
for age, had very 
similar levels (though 
not shown in paper).  
22%  -- Calculated: 
1.447 [1.120-1.869] 
(Authors say no difference 
when adjusted for age) 
  
3. Clift, S. et al. 
2003 
Total: 207 miners 
 
Kakola: 103 men 
Geita: 104 men 
 
Total: 202 male 
community members 
Kakola: 101 men 
Geita: 101 men 
 Total: 6.3% 
 
Kakola: 8.7% 
Geita: 3.9% 
Total: 16.3% 
 
Kakola:13.9% 
Geita:18.8% 
0.001 
 
 
Calculated:  
0.343 [0.175-0.673] 
 
4. Mosoko, J.J. et 
al.  
2007 
301 long-distance 
truck drivers 
Present but not 
quantitatively 
compared:  
-1402 University 
students 
-504 Health service 
providers 
 16.3% (12.3 – 20.9%) University students: 
3.9% (2.9-5.0%) 
Health service 
providers: 5.2% (3.4-
7.5%)  
 Calculated (truckers vs univ 
students): 
4.762 [3.167-7.160] 
-- 
5. Azuonwu, O. et 
al.  
2011 
100 truck drivers 
recruited 
consecutively 
None  10% NA    
6. Rakwar, J. et al. 
1999 
Baseline: 1500 men 
Follow-up: 752 
seronegative men 
 
 
 
 
 
 Baseline prevalence: 
17.8% 
Follow-up annual 
incidence: 3.1% 
 
 
 
 
 
 
 
 
 
 
 
Hazard rate ratios 
Driver: 2.6 (1.1-6.4) 
Driver’s assistant: 2.9 (1.3-
6.1) 
Mechanic: 0.6 (0.2-1.5) 
Other: 1.0 
 
Hazard rate ratio 
3.9 (1.7-9.0) [p=0.002] 
Drivers/assistants vs 
mechanics and other 
employees 
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 First author 
and 
publication 
date 
Population 
(Migrants) 
Comparison group 
(Non-migrants) 
Overall 
prevalence 
Migrants’ prevalence Non-migrants’ 
prevalence 
p-value Odds ratios and 95% CIs Adjusted ORs and 95% CIs 
7. Kane et al. 
1993 
258 expatriates: 
63 men 
195 women 
 
414 control non-
travellers 
172 men 
242 women; 
 
186 control 
travellers: 
78 men 
108 women 
5.9%  Men: 27% 
Women: 11.3% 
 
Total: 15.3%  
(33 HIV-1, 4 HIV-2 and 
2 dual profile). 
Control non-travellers:  
Men: 0.6% 
Women: 0.4% 
 
Total: 0.5% 
(2 HIV-2) 
 
Control travellers: 
Women: 3.7% 
Men: 7.7% 
 
Total: 5.4% 
(6 HIV-1, 3 HIV-2 and 1 
dual profile) 
p<0.0001 Calculated (migrants vs 
control non-travellers): 
36.7 [8.8-153.4] 
 -- 
8. Pison et al. 
1993 
24 cases  67 controls NA Migration in cases  
Men (n=14): 93%  
Women (n=10): 60% 
Total (n=24): 79% 
Migration in controls  
Men (n=37): 73% 
Women (n=30): 23%  
Total (n=67): 51% 
 -- 4.55 [1.3-16.66]  
Calculated: 
 3.688 [1.233-11.029] 
Not provided, but authors 
state that remained 
significant in multivariate 
analysis.  
9. Lagarde et al.  
2003 
Long-term mobile: 
97 men 
103 women 
Non-mobile:  
502 men 
127 women  
-- Men: 8.2% 
Women: 11.7% 
Men: 7.4% 
Women: 10.6% 
NS Calculated:  
Men: 1.13 [0.509-2.507] 
Women: 1.064 [0.469-
2.414] 
 -- 
10. Lydie et al.  
2004 
Travellers, away 
>31days:  
238 men  
220 women 
Non-mobile:  
215 men  
287 women  
-- Men: 7.6% 
Women: 8.6% 
Men: 1.4% 
Women: 9.8% 
 -- Men: 
Non-migrants/migrants: 
0.17 [0.05-0.59] 
Women:  
Non-migrants/migrants: 
1.14 [0.62-2.11] 
Men: 
Non-migrants/migrants: 
0.23 [0.07-0.82] 
Women:  
Non-migrants/migrants: 
1.10 [0.57-2.12] 
Calculated (reversed): 
Men: 4.35 [1.22-14.29] 
Women: 0.91 [0.89-1.75] 
 
Chapter 2: Systematic review 
64 
 
 First author 
and 
publication 
date 
Population 
(Migrants) 
Comparison group 
(Non-migrants) 
Overall 
prevalence 
Migrants’ prevalence Non-migrants’ 
prevalence 
p-value Odds ratios and 95% CIs Adjusted ORs and 95% CIs 
11. Welz et al.  
2007 
Non-residents: 
257 men 
294 women 
Residents:  
4692 men 
6859 women 
-- Men: 33.9% 
Women: 41.2% 
Total: 37.6% 
Men: 13.5% 
Women: 26.8% 
Total: 21.5% 
 --   Age-adjusted:  
Men: 1.8 [1.3-2.4] 
Women: 1.5 [1.2-2]  
12. Zungu-Dirwayi 
et al. 
2007 
Total: 
20,626 public 
sector educators.  
6,600 men 
14,026 women  
 
NOTE: Sub-group 
sizes according to 
migrant status not 
specified.  
  ~13% Men: 19.9% 
Women: 25.4% 
Total: 23.5% 
Men: 16.2% 
Women: 20.0% 
Total: 18.9% 
NS 
p<0.001 
p<0.001 
NA (sub-sample sizes 
according to migration 
status not provided)  
 
-- 
13. Kishamawe, C. 
et al.  
2006 
Long-term mobile: 
Men: 152 
Women: 207 
Residents:  
Men: 1049 
Women: 1534 
 HIV prevalence 
Long-term mobile: 
Men: 2.8% 
Women: 7.7% 
 
HIV incidence (smaller 
samples) 
Long-term mobile: 
Men: 1.7% 
Women: 1.8% 
HIV prevalence 
Residents: 
Men: 5.7% 
Women: 2.7% 
 
HIV incidence (smaller 
samples) 
Residents: 
Men: 2.1% 
Women: 0.7% 
 
 
NS 
p<0.05 
 
 
 
 
NS 
NS 
Calculated (prevalence): 
 
Men: 0.445 [0.160-1.244] 
Women: 3.052 [1.680-
5.546] 
 
14. Mundandi et al. 
2006 
Baseline - Future 
migrants: 
1105 men  
1228 women 
Follow-up:  321 
out-migrants 
Baseline- Residents: -
--- 
2287 men 
3256 women 
Follow-up: 5552 
residents 
-- Baseline:  
Men: 11% 
Women: 20% 
Follow-up - Incidence: 
Men: 2.06 per 100 
person-years (PY) 
Women: 2.23 per 100 
PY 
Baseline: 
Men: 20% 
Women: 24% 
Follow-up - Incidence:  
Men: 2.39 per 100 PY 
 
Women: 2.76 per 100 
PY 
  -- Baseline:  
Men: 0.9 [0.7-1.1], p-
value=0.2 
Women: 1.2 [1.0-1.4], p-
value=0.1 
 
Follow-up: 
0.9 [0.4-1.8]  
15. Zuma et al.  
2003 
 150 migrant 
women  
559 non-migrant 
women  
37.1% 46% 34.7% 0.011 1.61 [1.11-2.31] 1.52 [1.01-2.28], p=0.046 
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 First author 
and 
publication 
date 
Population 
(Migrants) 
Comparison group 
(Non-migrants) 
Overall 
prevalence 
Migrants’ prevalence Non-migrants’ 
prevalence 
p-value Odds ratios and 95% CIs Adjusted ORs and 95% CIs 
16. Saggurti, N. et 
al.  
2012 
Cases: Married 
men tested HIV 
positive in past 6 
months 
 
595 men 
 
Controls: Married 
men tested HIV 
negative in past 6 
months  
 
611 men 
 
 Among HIV positives 
(Cases) 
Migrants ever: 80.3% 
 
Non-migrants: 19.7% 
Returned migrants: 
23.4% 
Active migrants: 56.9% 
Among HIV negatives 
(Controls) 
Migrants ever: 44.4% 
 
Non-migrants: 55.6% 
Returned migrants: 
12.3% 
Active migrants: 32.1% 
  Migrants ever: 4.4 [3.3-
5.9] 
 
Returned migrants: 3.7 
[2.3-5.8] 
Active migrants: 4.8 [3.5-
6.7] 
 
Proportion of HIV-
infection among married 
men attributable to out-
migration history: 
Population attributable 
risk: 62% [54.5-68.6]  
 
17. Gupta, K. et al 
2010 
Long-term mobile: 
10.7% of 74,369 
men= 7,957 men 
Non-mobile: 
31.3% of 74,369 
men= 23,278 men 
 
0.41% 0.57% 0.55% NS 1.46 [0.93-2.29]  
18. Poudel et al.  
2003 
97 male migrant-
returnees 
40 non-migrant men 8% 10.3% 
 
2.5% p=0.17 4.5 [0.5-36.2] -- 
19. Family Health 
International 
2002 (a) 
Kailali district 
308 migrant men 302 non-migrant 
men 
0.30% Migrants to: 
India: 0.6%  
Mumbai: 6.1%  
0%  --  --  -- 
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 First author 
and 
publication 
date 
Population 
(Migrants) 
Comparison group 
(Non-migrants) 
Overall 
prevalence 
Migrants’ prevalence Non-migrants’ 
prevalence 
p-value Odds ratios and 95% CIs Adjusted ORs and 95% CIs 
20. Family Health 
International 
2002 (b) 
Achham district 
 
100 internal 
migrant men 
(within Nepal); 
242 international 
migrant men 
(India) 
 
268 non-migrant 
men 
2.30% Internal migrants: 3.0 
 
Migrants to: 
India: 3.7%  
 
(Mumbai and other 
places:8% 
India, not Mumbai: 
1.3% ) 
0.70%  --  Calculated: 
Internal migrants/non-
migrants: 4.113 [0.677-
24.99] 
 
International 
migrants/non-migrants: 
5.137 [1.099-24.017] 
 -- 
21. Pandey, A. et 
al.  
2008 
2066 long-distance 
truck drivers 
None  4.6% (3.8-5.4%) but 
difference between 
truck routes (SE 
highest) 
NA 
 
Quote prevalence in 
general male 
population in India as 
0.36% for comparison. 
 -- -- 
22. Dude, A. et al. 
2009 
189 male truck 
drivers 
None 2.1% 2.1% NA -- -- -- 
23. Mustikawati, J. 
E.  
2009 
Papua: 499 men 
201 Dock workers 
298 Mototaxi 
drivers 
 
Non-Papua: 1887 
men 
988 Seafarers  
300 Dock workers 
599 Truckers 
None identified.  Papua: 
1.8% 
 
Non-
Papua: 
0.3% 
Papua:  
Dock workers: 3% 
Mototaxi drivers: 1% 
 
Non-Papua:  
Seafarers:0.5% 
Dock workers: 0.0% 
Truckers: 0.2% 
 
 
NA 
2.4% in general 
population quoted.  
-- -- -- 
24. Tuan, N.A. et al.  
2007 
Migrant 
construction 
workers (Lai Chau): 
Total: 478 men 
Seafarers (Kien 
Giang): 485 men 
 
None  Migrant construction 
workers: 0.0% 
 
Seafarers: 0.2% (0.0-
1.1%) 
 
Border traders: 
NA -- -- -- 
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 First author 
and 
publication 
date 
Population 
(Migrants) 
Comparison group 
(Non-migrants) 
Overall 
prevalence 
Migrants’ prevalence Non-migrants’ 
prevalence 
p-value Odds ratios and 95% CIs Adjusted ORs and 95% CIs 
Border traders: 960 
men  
(Dong Thap: 480 
men; An Giang: 
480 men): 
Dong Thap: 2.5% (1.3-
4.3%) 
An Giang: 2.2% (1.0-
3.8%) 
25. Zhao, R. et al. 
2005 
182 miners 
sexually-
experienced (out of 
a convenience 
sample of 232men) 
None 0.5% 1/182=0.5%  NA -- -- -- 
26. Zhang, G.L. et 
al.  
2010 
1760 mine workers None 0.7% 13/1760=0.7% [0.3-
1.1%] 
 
(further subdivided 
into clients/non-clients 
of female sex workers) 
NA 
 
Quoted 0.05% national 
prevalence in general 
population in China in 
2007 
-- -- -- 
27. Hesketh et al.  
2006 
4148 migrant 
workers: 
2118 men 
2030 women 
2197 urban non-
migrant workers: 
1023 men 
1174 women 
0% 0% 0%  NA NA NA 
28. He et al. 
2005 
1086 migrant 
worker men  
None 0% 0% NA NA NA NA 
29. El-Bassel, N. et 
al.  
2011 
Migrant market 
vendors: 
Men: 209 
Women: 213 
None 0.24% Men: 0.5% (1/209) 
Women: 0.0% 
-- -- -- -- 
30. Davaalkham et 
al.  
2009 
300 mobile men 150 healthy blood 
donors 
 
900 youth 
(unmarried, 15-
35yrs, students, men 
and women) 
0% 0% 0% -- -- -- 
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Chapter 3: Quantifying and characterising the bridge population 
among a sample of migrant men 
 
Summary 
The previous chapter showed variation in the association between migration and HIV. In this chapter 
I introduce the epidemiological theory behind the concepts of ‘core’ and ‘bridge’ populations and 
why they are important for intervention programmes. The contribution from mathematical 
modelling studies estimating the effects of migration on the spread of HIV is described. The rest of 
the chapter is based on secondary data analysis of a behavioural survey on migrant men from 
Azamgarh in north India.  
I define the “bridge population” to be men who have non-spousal sex at source and destination 
locations, making them at increased risk of HIV acquisition and transmission to more than one 
partner. I examine the socio-demographic and migration-related characteristics that set them apart 
from the rest of the migrant sample. Twenty per cent of migrants in this analysis form the “bridge 
population”; however including condom use estimates reduces the size of the “high-risk bridge 
population” to seven per cent. The variables associated with bridge population membership were: a 
heightened awareness about personal HIV risk, migration status and current age. Migrants who 
believed themselves to be at risk were nearly 5 times more likely to belong to the bridge population 
that those who believed their risk to be low. Returned migrants were twice as likely to belong to the 
bridge group as active migrants. All younger age groups were more than twice as likely to belong to 
the bridge group as compared to the over-40 year old group. Migrant status and age both 
confounded the association of each other with the outcome.  
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Introduction 
International evidence for the empirically-observed association between migration and HIV 
prevalence has been discussed in Chapter 2. Migration may increase HIV acquisition and 
transmission risk for migrants and their sexual partners at origin, by:  
 bringing them into contact with geographical locations with a higher prevalence of HIV 
(relative to place of origin) and/or 
 the social disruption caused by migration leading to increases in the sexual risk-taking of 
migrants and/or those who stay behind at origin (partners of migrants, non-migrants) 
(Coffee et al. 2007).   
In epidemiology, migrant workers are viewed as a potential ‘bridge population’ because they are 
believed to link ‘core groups’ with the ‘general population’. These terms are based on important 
theoretical understandings, and therefore deserve to be introduced carefully with some historical 
reference. The concept of core groups goes back to studies on gonorrhoea transmission in the USA 
by Yorke and colleagues (Yorke et al. 1978). They initially believed that the presence of a highly-
sexually active group, the core group, could explain the equilibrium state of infection in the 
population. If infected individuals only had sex with other infected individuals it would limit the 
onward transmission of the infection, and they termed this phenomenon, pre-emption. However, 
they found this explanation to be inadequate to extend to the whole population because the levels 
of infection were too low; this is what gave rise to a further proposition that populations must be 
divided into subgroups with different levels of sexual interactions (core and non-core) (J. C. Thomas 
and Tucker 1996; Ward 2007).  
Put simply, communities and populations are non-uniform in their sexual mixing. They are stratified 
into different sub-populations who, first, practice different kinds and levels of sexual risk-taking and 
second, have different prevalence levels of sexually-transmitted infections (STIs).  Core groups for an 
STI are those sub-populations within which there is a high density of sexual mixing (they have many 
sexual contacts with high levels of infection) and they have a high prevalence of the particular STI 
being studied. Core groups are understood by epidemiologists to be essential for the persistence of 
STIs in a population (Aral 2000; Ghani and Garnett 2000; Low et al. 2006). They act as a reservoir 
group maintaining STIs at endemic levels (Brunham and Plummer 1990).  
The theoretical understanding of core and non-core sub-populations by Yorke et al. was taken 
further by Anderson and May (Anderson and May 1991) by combining it with a key epidemiological 
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concept from infectious disease epidemiology, the ‘basic reproductive number’ or R0. R0 measures 
the rate at which an infectious disease will spread within a susceptible population.  
 
 
The reproductive number is determined by a combination of three elements: the probability of 
transmission (β), the rate of contact between infected and susceptible individuals (C) and the 
duration of infectiousness (D). R0 is defined as the average number of infections caused by one 
infectious individual in an entirely susceptible population (Anderson and May 1991). If this number is 
less than one, the infection will eventually disappear from the population. If it is exactly equal to 
one, it will remain stable and endemic, while if it is greater than one, the prevalence will increase. 
Therefore, core group members are expected to have an R0>1, i.e., they transmit infection to more 
than one person (Ghani and Garnett 2000; Watts et al. 2010), and are thus essential to sustain STI 
transmission at the population level. In the absence of any successful control programmes, 
infectivity and duration of infectiousness remain relatively stable for any particular pathogen and the 
critical determinant of the reproductive rate for an STI is the frequency of sexual contact between 
the infected and susceptible population. The critical threshold of sex partner change required for the 
persistence of a particular STI in the population is different for different STIs, and affects the size of 
the core group required to maintain endemicity for that STI in any particular population (Brunham 
and Plummer 1990). 
The concept of ‘bridge’ populations followed the development of the concept of core groups in STI 
epidemiology. Just as the core comprises individuals who have high density sexual mixing and 
relatively high levels of infections, the ‘periphery’ would be those groups for whom neither is true – 
they may have serial or entirely monogamous sexual relations and low STI prevalence. Any risk of 
the STI spreading beyond core groups and into the general population would therefore depend on 
the extent of sexual mixing between the ‘core’ and the ‘periphery’. This is where the third strata of 
people becomes relevant, those who have sexual relations with members of both the core and the 
periphery –the ‘bridge’ populations, believed to be integral to the transmission of STIs into the 
general population (Aral 2000; Low et al. 2006).  
Continued gaps in the understanding of sexual mixing and the spread of STIs at a population level 
gave rise to the study of sexual networks within particular communities by the use of partner 
notification and contact tracing (Ward 2007). It appeared that the individual’s own sexual contacts 
were insufficient for explaining personal STI risk. Personal infection risk depends not just on one’s 
R0= βcD 
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own sexual behaviour, but that of one’s partner(s) and partners’ partner(s), one’s position in the 
sexual network (how closely connected they are to others, in the context of varying levels of 
infection) and the prevalence of infection in the network (Ghani and Garnett 2000; Ward 2007).  
Moreover, an important but often overlooked distinction needs to be made between the risk of 
acquiring an STI and transmitting an STI. These are different events, determined by different factors 
and producing different outcomes. Ghani et al. use mathematical modelling to illustrate that the risk 
of acquiring infection depends largely on the risks taken by sexual partners and their partners (Ghani 
and Garnett 2000). On the other hand, the risk of transmitting an STI depends more on individual 
sexual behaviour. This is an important consideration when thinking about bridging populations 
because if an individual is at high risk of acquiring an infection, but not for transmitting it beyond 
one partner drawn from the general population, they are not acting as a bridge into the general low-
prevalence population as that one partner is, in effect, a transmission ‘dead end’.  In the present 
context of circular migration in India from low prevalence (rural-origin) to high (urban-destination) 
prevalence areas, in order for sustained HIV transmission from higher to lower prevalence areas to 
occur, the following three conditions all need to be present: 
A. High levels of (circular) migration from low prevalence origin to high-prevalence destination 
B. Risky sexual behaviours at destination, increasing acquisition risk 
C. Risky sexual behaviours at origin, increasing transmission risk  
Notably, the nature of their mobility and their sexual behaviour in each location they visit will have a 
profound effect on migrants’ ability to act as a bridge group. For instance, if migrants have 
unprotected sex only at destination, then although their risk of HIV acquisition is high, their risk of 
transmission in the place of origin is low. Conversely, if migrants are only having unprotected sex at 
source, but not at destination, then their acquisition risk is low and thus their transmission risk may 
be non-existent. Only those who have unprotected sex with >1 sexual partner in origin and with one 
or more partners at destination location are likely to act as a true ‘bridge population’1 (Kramer et al. 
2008). This is not to say that those who transmit infection to a single partner as opposed to multiple 
partners should be of diminished significance for planning intervention programmes. Preventing 
familial transmission both between sexual partners and vertically from mothers to children can and 
should be one of the primary goals of an HIV prevention campaign. However, in terms of identifying 
a target group for a campaign that seeks to generate an impact effecting a change in the course of 
the epidemic, targeting those who may transmit to multiple partners, and thus contribute to 
sustained transmission at origin is appropriate.  
                                                          
1 Assuming sexual partners of migrants at source to be monogamous. 
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Meanwhile, both empirical and modelling studies (Coffee et al. 2007; Deering et al. 2008; Halli et al. 
2007; M. N. Lurie et al. 2003a; Qin et al. 2009) have demonstrated that the sexual behaviour of 
migrants alone is insufficient to explain changes in HIV prevalence at source locations. The sexual 
behaviour of partners of migrants and non-migrants based at source location, and changes in the 
local sexual networks when migrants are away are important in determining how the epidemic will 
spread. Early in the epidemic, the first aspect of migration – that of migrants linking HIV-discordant 
populations – will affect the increase in HIV prevalence. But in a more mature epidemic, it has been 
argued that the principal effect of migration is via the increase in migration-associated risk taking 
behaviour in the migration communities (Coffee et al. 2007). Deering et al. take this further by 
proposing that local changes in sexual behaviour within sending communities while the migrants are 
away may be more important in determining how migration leads to HIV spread than the risk-taking 
that migrants themselves do while at destination locations (Deering et al. 2008). 
Prevention activities are designed with the aim of reducing and maintaining the R0  to be less than 
one among core group members (by definition, non-core members already have an R0 less than one) 
(Brunham and Plummer 1990). Epidemiological concepts of ‘core’ and ‘bridging’ populations are 
often difficult to apply in practice because so many of the component parameters that they are 
based on, such as number of sexual partners, sex acts per partner, variability in infectivity of 
individuals during their infectious phase, are not easily observable2.   Most often policy makers and 
public health practitioners use observable characteristics, such as membership of a particular risk 
group (e.g. ‘high-risk groups’ such as sex workers, injecting drug users) or originating from particular 
geographic locations (e.g. African migrants to Europe). Over and Piot (1993) made a helpful 
distinction between target groups (those who transmit to >1 person) and access groups, who are 
people who can be identified easily and can be targeted with an intervention (Over and Piot 1993). A 
greater degree of overlap between the access and target groups leads to greater cost-effectiveness 
and impact of any particular intervention.  
In order to decrease HIV transmission it would be helpful to better understand those at most risk of 
acquisition and transmission. In the case of migrant workers in India, policy-makers are aware that 
not all short-term migrants experience the same level of HIV risk (NACO 2010), that is, not all 
migrants form a true HIV ‘bridge population’; yet there is still a need to identify what individual-level 
factors make some migrants more ‘risky’ than others. Such a refinement could help to focus more 
narrowly on migrants who are indeed ‘bridging groups’, thus helping to increase the overlap 
between access and target groups. The present analysis therefore, was intended to investigate the 
                                                          
2 ‘Bridge’ populations in particular are by definition part of the broader population, whereas ‘core’ groups can 
sometimes be identified by other non-behavioural characteristics e.g. occupation. 
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characteristics of sexual risk-takers within a group of circular rural-to-urban migrant men. The aim of 
this analysis was to look more closely at constituent factors that contribute to make migration a risk 
factor for HIV. It identifies and examines the bridge population - that is, those who engage in risky 
sexual behaviour in both locations – to get an estimate of their proportional size and to examine 
factors that distinguish them from the rest of the migrant group. 
Methods 
The data for this analysis came from a behavioural survey carried out in August-September 2008. 
This survey was conducted by the Population Council in two districts in India (one from the north, 
one from the south) with high levels of out-migration. The present analysis uses data from one of 
these districts – Azamgarh.  
Azamgarh is one of the 75 districts in the northern Uttar Pradesh state and is close to Allahabad, 
where the fieldwork for the qualitative study took place. Azamgarh has a population of 4.6 million as 
per the latest 2011 Census (Census 2012). Like Allahabad, it also has low levels of literacy, especially 
among women (63%), high levels of poverty (38% of households hold Below Poverty Line cards; 57% 
households belong to the lowest two categories of wealth quintiles) (IIPS 2010). There is a lack of 
local employment and high levels of out-migration. As is the norm for this part of the country, 
migration for work, especially inter-state migration is usually single male migration (Srivastava and 
Sasikumar 2003). Reporting from the 2001 Census, the Population Council found that around 15% of 
adult males migrated to destinations outside the district, and 75% of those who migrated travelled 
outside the state for work (Saggurti et al. 2011)3. The HIV prevalence in the STD clinic site in 
Azamgarh was 1.2 per cent in 2006 (IIPS and NACO 2007), which is significantly higher than the 
national population average of 0.31 per cent in 2009 (NACO 2012a).  
Participants: The detailed methods for the survey carried out by the Population Council have been 
described previously (Saggurti et al. 2011); I will present a summarised version here. The sample was 
recruited at place of origin, rather than from destination locations, at a time when migrants were 
visiting their home villages. The sampling design for the survey was organised with the specific 
intention to capture the difference in sexual behaviour between groups according to migrant status 
and the sub-groups were identified accordingly. Men were classified into three groups: return 
migrants, who were men with a history of out-migration for work but had not migrated for the last 
12 months; active migrants, who had migrated outside the district within the past 12 months and 
were currently visiting their native village; and non-migrants, who were those men who had never 
                                                          
3 Note that this figure may include permanent migrants. See Chapter 4 for reliability issues in circular migration 
estimates. 
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migrated out of their native place for work. On the basis of power calculations, the final desired 
percentage ratios for return migrants, active migrants and non-migrants were set at 30:30:40 
(Saggurti et al. 2011).  
Using information obtained from a prior study, where migrant men at destination were asked about 
their native place, 3 sub-districts (tehsils) within Azamgarh were identified to draw samples from. 
Within each of these tehsils 6 villages were randomly selected from a list of all villages with high-
levels of out-migration. For each village included in the sample, household lists were used to 
randomly identify 80 households, expecting a 20 per cent loss, so that the final sample would have 
50-60 households. From within these selected households one adult male individual was randomly 
selected for interview. The eligibility criteria for interview were:  being male of age >18 years and 
belonging to one of the three migration categories (see published paper by the Population Council 
for further details about their sampling methods) (Saggurti et al. 2011). Ethical clearance was 
received from the institutional review board of the Population Council. Verbal consent was obtained 
from all participants prior to administration of the questionnaire. 
Participants completed the interviewer-administered questionnaire that included questions about 
demographics, alcohol use, migration history, their sexual behaviour at different locations and 
during different time periods, sex with different categories of partners (paid and unpaid female and 
male partners) including condom use, and knowledge of HIV/AIDS and history of sexual health 
symptoms.  
 
Statistical analysis for this study 
All statistical analysis was carried out using SPSS version 19.  
Descriptive analysis 
From the original dataset (including migrants and non-migrants), I extracted a sub-sample consisting 
only of migrants for my analysis4. Before starting any analysis, I studied the questionnaire in detail to 
identify which questions would be included in my study. Some of the categorical variables, such as 
marital status, religion and occupational status, were converted into new variables with fewer 
categories in order to present a more balanced distribution of the data.  
I described the sample in terms of migration and demographic characteristics of the participants. 
These variables were further examined according to whether respondents were active or returned 
                                                          
4 For an analysis comparing the sexual behaviour of migrants with non-migrants see: Saggurti et al. (2011).  
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migrants. The socio-demographic differences between returned and active migrants were calculated 
and tested for statistical significance using parametric and non-parametric tests (Kirkwood and 
Sterne 2003). Contingency tables and Pearson Chi-squared tests were used to examine the 
differences in proportions found in the categorical variables between returned and active migrants. 
The chi-squared test compares the observed numbers in each of the categories of the contingency 
table with the numbers that would be expected if there were no differences between the two 
exposure groups (here, returned versus active migrants). Therefore, a p-value of <0.05 indicates that 
the probability of the observed difference in the percentages across the two exposure groups is less 
than 5% if there was no real difference between the two groups. Thus, it gives evidence against the 
null hypothesis of no effect of migration category on the distribution of that particular socio-
demographic outcome variable, to say that there is a statistically significant difference between 
returned and active migrants for that variable. 
 For the continuous variables, which in the present study were all age-related, the Shapiro-Wilk test 
was used to test if they were normally distributed. Since they were found to be non-normally 
distributed, the Mann-Whitney U test was used to compare median values between the two sub-
groups (a non-parametric equivalent of the t-test used to calculate the difference between two 
means). Similar to a t-test for normally distributed numerical outcome variables, the Mann Whitney 
U test tests whether there is a statistically significant difference in a particular outcome across two 
exposure groups, but without assuming normality. Instead it assumes that the distribution of the 
outcome across the two groups is identical except that they differ by a constant amount. The null 
hypothesis to be tested here is that the difference between the two medians of the two distributions 
equals zero. These age-related continuous variables were also converted into categorical variables to 
aid easier examination of the distribution of the data. 
Defining the bridge population 
This analysis explores variables chosen from a section of the survey that measured sexual behaviour 
with non-spousal partners at different locations and different times in the chronology of life events 
in migrants’ lives. Sex with a non-spousal partner (NS partner) is described in the questionnaire as 
having “sex with any women outside of marriage”.  Note that for unmarried respondents, sex with a 
non-spousal partner was equivalent to having premarital sexual relations. A table was created that 
described migrant men’s initiation and continuation of sex with NS partners between places of origin 
and destination5 (see Table 3.2). From this table, the “bridge population” was identified as those 
                                                          
5 Saggurti et al. (2011) created a similar table (Table 4): here the authors separated sexual partners into sex 
workers and unpaid casual partners to look at the choice of sex partner depending on time and place. For my 
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migrants who had reported having NS sex at destination and who reported subsequent NS sex at 
origin during return visits. A binary outcome variable was created which categorised migrants into 
whether or not they belonged to the bridge population. 
Univariate analysis 
Potential explanatory variables were identified from the questionnaire and their association with the 
outcome was explored in the univariate analysis. Standard socio-demographic variables such as age, 
education, marital status, occupation and economic status were selected as explanatory variables in 
line with earlier literature on the determinants of sexual behaviour with respect of HIV risk (Boerma 
and Weir 2005; Lewis et al. 2007; Poundstone et al. 2004). With marital status I also created a new 
binary explanatory variable that presented the chronology of first migration and marriage, since I 
was interested in whether migrating before or after marriage affected sexual behaviour.  
Certain occupations have been associated high-risk behaviour, such as those within the mining, 
fishing and transport industry (M. N. Lurie et al. 2003b; Pandey et al. 2008; Seeley et al. 2012). The 
original 15 occupation categories in the questionnaire were compressed to five categories in 
accordance with the analysis presented in a previous publication on the same data (Saggurti et al. 
2011). With respect to economic status, since the survey questionnaire did not directly enquire 
about income levels or assets I used a question about net savings as a proxy for disposable income, 
as this has been reported to affect risk-taking behaviour in India (TISS and PopulationCouncil 2008). 
Additionally, individual religious and caste affiliations often influence social and economic 
opportunity (Borooah 2010; Nayar 2007), which in turn may lead to variations in sexual risk 
environment across migrant worker respondents, and therefore these factors were also explored in 
the analysis. Finally, perception of one’s own vulnerability to HIV can contribute to sexual behaviour 
in important ways (Casari et al. 2012; Ford and Chamrathrithirong 2007; Puri and Cleland 2006) and 
therefore I included this as an explanatory variable. There are other variables that can have 
important influences on sexual risk behaviour but data for these were collected inconsistently in the 
survey (e.g. alcohol consumption, history of STIs and migration locations), or not at all (e.g. number 
of dependents) and thus could not be included in the analysis. 
Continuous variables were converted into categorical variables using cut points chosen because they 
were most appropriate for the distribution of the data, with relatively little variation in risk 
percentages within categories and minimising the risk of missing important variations across 
categories. The frequencies and valid percentages of the distribution of the sample within each 
                                                                                                                                                                                    
analysis, I used a single question on the questionnaire, one that asked about sexual relations with “any women 
outside of marriage”.   
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explanatory variable category were tabulated. The effect of each explanatory variable on the 
outcome was carried out using Pearson chi-squared tests. As mentioned previously, it tested the null 
hypothesis that there was no association between the explanatory variable and outcome by 
comparing expected values (if there was no association) with those observed. The grouping of 
continuous explanatory variables into ordered categories helped to examine whether there was a 
linear association between the numerical explanatory variable and the outcome. Chi-squared test 
for trend were used to assess if there was any linear association between any of the ordered 
categorical variables and the outcome. For each explanatory variable, it tested the null hypothesis 
that the increase in log odds of the outcome per explanatory variable category is zero. All reported 
p-values were two-sided. Linear associations with the outcome were also tested by plotting the log 
odds ratios for the outcome for each category of the explanatory variable.  
The unadjusted odds ratios and 95% confidence intervals were calculated for all the explanatory 
variables using simple binary logistic regression (putting in only one explanatory variable at a time). 
Logistic regression methods were appropriate since the outcome variable was binary (yes/no). 
Logistic regression models fit a transformation of the outcome variable, a log odds of the outcome, 
to the data (Kirkwood and Sterne 2003). For categorical explanatory variables, either the first or last 
category was used as the reference category. It provided the ratio of the odds of the outcome being 
true for each of the explanatory variable categories compared to that for the reference category. If 
the confidence interval for the odds ratios included 1 then there was no statistically significant 
difference in outcome across the different categories of that explanatory variable.  The association 
between explanatory variable and outcome was assessed to be 95% statistically significant at a p-
value of <0.05.  
Testing for statistical association between explanatory variables 
Before choosing variables to include in the multivariate logistic regression analysis on the basis of 
the strength of individual explanatory variable-outcome associations, the association between 
explanatory variables (which were significantly associated with the outcome) was carried out. This 
was in order to gain an early impression of the potential for confounding by different explanatory 
variables on the association between any particular explanatory variable with the outcome. A 
variable is a confounder if it is independently associated with both the explanatory variable and the 
outcome. Ignoring the effects of confounding can lead to bias in the results.  
Checking for associations between explanatory variables was also a useful measure to check for 
collinearity – this is when two explanatory variables are highly correlated such that if both are 
included in the multivariate model it may give the (false) impression that neither is associated with 
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the outcome, even when individually, both explanatory variables are strongly associated with the 
outcome. In these situations, it is advisable to only include one of the two highly collinear 
explanatory variables in the multivariate model, as they are essentially measuring the same effect.  
Multivariate analysis 
Univariate tests of association and unadjusted odds ratios indicate if there is an association between 
an explanatory variable and the outcome, however it does not take into account the confounding 
effects of other explanatory variables. Therefore, those explanatory variables that appeared to have 
a strong association with the outcome were explored further by multivariate logistic regression. This 
method was suitable because it allows for the examination of the effects of a number of different 
explanatory variables on the outcome variable, while controlling for their confounding effects on 
each other. Inclusion into the multivariate analysis required a minimum threshold level of 
association with the outcome: a chi-squared statistic p-value of <0.2 in the univariate analysis.  
Model building and diagnostics 
All explanatory variables that were statistically significant at the p-value<0.2 in the univariate 
analysis were added to the model. In building the model, explanatory variables were first ordered 
according to their strength of association to the outcome (increasing chi-squared p-values). They 
were then added manually, one by one and strongest first, to a binary logistic model. At every stage 
of the development of the model, likelihood ratio (LR) tests for individual explanatory variables were 
used to test the significance of each added explanatory variable in the model, in order to decide 
whether to include it in the final model. These LR tests tested the difference in the -2 log likelihood 
values between a model with all the variables entered up to that point, and a nested model where 
the last entered explanatory variable had been dropped (Kirkwood and Sterne 2003; Statnotes 
2008). All corresponding p-values that were <0.05 were taken as statistically significant, and the 
associated explanatory variables were retained in the model.  
The model was tested using standard procedures. The model chi-squared likelihood ratio comparing 
the difference in -2 log likelihoods of the final model compared to one with just the intercept was 
examined for a statistically significant p-value. A significant p-value (<0.05) would indicate that the 
final model was significantly better at explaining the observed outcome than the one with just the 
intercept (Statnotes 2008; UCLA).  The goodness-of-fit of the final model was tested by the Hosmer 
and Lemeshow chi-square test, which tests the null hypothesis that the values of the outcome 
variable as predicted by the logistic regression model are not statistically different from those that 
are observed. Therefore, in this case a non-significant p-value (p>0.05) for this test means that there 
is insufficient evidence to reject the null hypothesis and hence the model does explain the observed 
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distribution of the outcome to an acceptable level. Wald tests were used to look at the statistical 
significance of logistic regression coefficients for each of the parameters of the explanatory variables 
(Statnotes 2008; UCLA).  
 
Results 
Description of the sample 
Of the total sample of 1070 men, 639 migrant men were eligible for this analysis, composed of 319 
returned and 320 active migrants. The socio-demographic characteristics of the sample are shown in 
Table 3.1.  
The median age of respondents was 30 years. Returned migrants were significantly older than active 
migrants, with a 10-year difference in median age between them. Figures 3.1 and 3.2 display this 
variation in age profiles of returned and active migrants. More than half (59%) of returned migrants 
were older than 35 years whereas only 15% of the active migrants were in that age group; in 
contrast, 68% of the active migrants were <=29 years. Currently active migrants had migrated at 
slightly younger ages than returned migrants had (median 18 years versus 19 years) and this 
difference was statistically significant. The large majority of respondents was currently married6, but 
as can be expected from the age profiles, a greater percentage of the returned migrants were 
married compared to active migrants (97% vs 71%, p<0.001)). There was no difference across the 
groups in terms of age at first marriage (median 20 years). 
                                                          
6 Note that the unmarried group included a small number of those that were separated or for whom ‘gauna’ 
ceremony had not been performed (i.e. woman not yet moved into marital home, see Chapter 4). The 
corresponding numbers were: (n=2) and (n=1) respectively. 
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Figure 3.1 Box plot showing current ages of returned and active migrants 
 
Figure 3.2 Current age distribution of returned and active migrants 
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In terms of educational levels attained, there was a statistically significant difference between 
returned and active migrants. More than half of the active migrants had completed high school (or 
higher) education while only just over a third had done so from the returned migrant group (52% vs 
34%, p<0.001).  Active migrants were mostly Hindus compared with less than half of returned 
migrants (71% vs 44%, p<0.001). There was also some variation in terms of caste7, with active 
migrants more likely to be Scheduled Caste (33% vs 21%) and less likely to belong to the category 
‘Other General Castes’ (21% vs 35%) (p<0.001) compared to return migrants.  
The differences in occupational categories between the two migrant groups were not statistically 
significant. As can be expected from a sample of labour migrants purposively selected to study inter-
state migration, the category of agricultural labourers had the lowest percentages of respondents. 
There was no significant difference between returned and active migrants in terms of having savings 
despite regular expenses – across both groups ~85% of the respondents said they were able to save 
money.  
Sixty-four per cent respondents had heard about HIV, and 90% had heard about AIDS. A minority of 
respondents considered themselves to be at high to moderate risk of HIV (14%) while the majority 
considered themselves to be at low risk, and there was no significant difference across the two 
migrant categories.  
 
                                                          
7 More about caste in Chapter 4.  
Chapter 3: Quantifying and characterising the bridge population 
82 
 
Table 3.1 Characteristics of the sample, according to migrant status (N=639) 
 Sample characteristics 
 
Total 
(N=639) 
 Returned 
migrants 
(N=319) 
 Active 
migrants 
(N=320) 
 Comparing returned 
vs active migrants 
p-values 
Current age (in years)           
Mean+-std dev. 31.4 (+-7.0)  35.2 (+-5.8)  27.6 (+-6.1)     
Median  30  36  26  Mann Whitney U test 
statistic= 18693.500 
p<0.0001 
IQR 11  10  7     
Range (min:max) 27 (18:45)  27 (18:45)  27 (18:45)     
           
Age at 1st marriage          
Mean +- std.dev. 19.9 (+-2.7)  20 (+-2.9)  19.8 (+-2.5)     
Median 20  20  20  Mann Whitney U test 
statistic=21717.000 
p=0.104 
IQR 4  4  3     
Range (min:max) 27 (2:29)  25 (2:27)  17 (12:29)     
         
Age at 1st migration          
Mean +-std.dev 18.9(+-3.4)  19.1(+-3.6)  18.7(+-3.2)     
Median 19  19  18  Mann Whitney U test 
statistic=46117.500 
p=0.039 
IQR 3  2  4     
Range (min:max) 40 (8:48)  40 (8:48)  23(8:31)     
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 Sample characteristics 
 
Total 
(N=639) 
 Returned 
migrants 
(N=319) 
 Active 
migrants 
(N=320) 
 Comparing returned 
vs active migrants 
p-values 
  n % n % n % χ2 statistic p-value 
Marital status         
Unmarried (incl. no 
gauna/separated/widowed) 
103 16.1 10 3.1 93 29.1 79.427 <0.001 
Currently married 536 83.9 309 96.9 227 70.9    
           
Age (in categories)          
<=24 years 114 17.8 11 3.4 103 32.3 187.339 <0.001 
25-29 years 163 25.5 49 15.4 114 35.7    
30-34 years 126 19.7 71 22.3 55 17.2    
35-39 years 131 20.5 102 32.0 29 9.1    
40+ years 104 16.3 86 27.0 18 5.6    
           
Age at 1st migration          
<=19 years 399 62.5 194 61.0 205 64.1 0.636 0.425 
20+ years 239 37.5 124 39.0 115 35.9    
           
Education          
Illiterate 27 4.2 10 3.1 17 5.3 25.985 <0.0001 
Primary school 40 6.3 26 8.2 14 4.4    
Secondary school 297 46.5 174 54.5 123 38.4    
>High school 275 43.0 109 34.2 166 51.9    
         
Religion          
Hindu 366 57.3 140 43.9 226 70.6 46.671 <0.0001 
Muslim/Other 273 42.7 179 56.1 94 29.4    
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 Sample characteristics 
 
Total 
(N=639) 
 Returned 
migrants 
(N=319) 
 Active 
migrants 
(N=320) 
 Comparing returned 
vs active migrants 
p-values 
  n % n % n % χ2 statistic p-value 
Caste          
Scheduled Caste 171 26.8 66 20.7 105 32.8 21.353 <0.0001 
Scheduled Tribe 56 8.8 24 7.5 32 10.0    
Other Backward Classes 233 36.5 117 36.7 116 36.3    
General 179 28.0 112 35.1 67 20.9    
           
Occupation          
1=construction/miners/ 
stonecutters/factory workers 
199 31.1 84 26.3 115 35.9 7.443 0.114 
2=daily wage labourers/ 
loaders/petty traders 
177 27.7 94 29.5 83 25.9    
3=drivers/fishermen/others 71 11.1 40 12.5 31 9.7    
4=contractors/artists/tailors/ 
private salaried/govt. salaried 
164 25.7 85 26.6 79 24.7    
5=agricultural workers 28 4.4 16 5.0 12 3.8    
           
Personal risk of HIV          
High 23 4.0 9 3.2 14 4.7  0.329 
Moderate 59 10.2 25 8.8 34 11.5    
Low 498 85.9 250 88.0 248 83.8    
           
Having savings          
Yes 544 85.1 271 85.0 273 85.3 0.016 0.898 
No 95 14.9 48 15.0 47 14.7    
Chapter 3: Quantifying and characterising the bridge population 
85 
 
Analysis 
Outcome variable  
Table 3.2 shows the breakdown of respondents depending on their history of NS sex at origin and 
destination locations. 127 (~20%) respondents reported having had NS sex at destination and at 
origin on return visits and therefore comprised the bridge population. Of the remaining 512 
respondents, 58% reported no NS sex, 11% reported initiating NS sex at origin but not continuing it 
in either place and 32% reported initiating NS sex at origin or destination but continuing it only in 
that same location, and therefore did not constitute a bridge population. 
Table 3.2: Initiation and continuation of non-spousal sex at origin and destination locations (bridge 
population shown highlighted) 
 n % 
No non-spousal (NS) sex 295 46.2 
A. Initiation of NS sex at origin 303 47.4 
B. Initiation of NS sex at destination 41 6.4 
Total 639   
    
A. Initiation of NS sex at origin 303   
1. Continuation NS sex at destination after initiating at origin 146 48.2 
1a. At destination only 28 9.2 
1b. At both destination and origin 118 38.9 
2. Continuation of NS sex only in origin on return trips. 103 33.9 
3. No continuation of NS sex in any location 54 17.8 
    
B. Initiation of NS sex at destination 41   
1. Continuation of NS sex at destination only 32 78.1 
2. Continuation of NS sex at both destination and origin 9 22 
    
 
Univariate analysis 
Table 3.3 lists the proportional distribution of the sample, unadjusted odds ratios and p-values for 
chi-squared statistics (with respect to the outcome of belonging to the bridge population). Bridge 
population membership was strongly associated with (at p<0.05 level): marital status, age, self-
perceived HIV risk and occupation.   Married men were twice as likely to belong to the bridge 
population as unmarried migrants.  
There was a non-linear association between current age and bridge population membership (chi-
squared test for trend, p=0.846) with the probability of belonging to the bridge population highest in 
the middle age groups, and lower for the youngest and oldest age groups; see also Fig. 3.3 for a 
distribution of the log ORs along the different age groups. Since the outcome of membership to the 
bridge population was based on lifetime sexual behaviour rather than within a recent prescribed 
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period, it was assumed that the oldest men would have accumulated the most events and would be 
a good baseline to test the others against, and therefore this was the reference category. 
Respondents aged 25-29 years and 30-34 years were twice as likely to belong to the bridge 
population as those over 40.   
Figure 3.3 Log odds of belonging to the bridge population, according to current age 
 
Of all the potential explanatory variables, self-perceived risk of HIV was most strongly associated 
with the outcome (p<0.001). Those who believed their own HIV risk to be moderate or high were 
over 4 times more likely to belong to the bridge population than those who believed themselves to 
be at low risk. Bridge population membership varied by occupational group overall but there are 
relatively small numbers in some of the groups. ‘Drivers, fishermen and others’ were most likely to 
belong to the bridge population, although the low numbers were reflected in the wide confidence 
intervals.  
The above explanatory variables were associated with bridge population membership at the p<0.05 
level, however the threshold for inclusion of variables in the model was set at the p<=0.2 level. At 
this level, three other explanatory variables were associated with the outcome. These were: 
migration status, age at first migration and having savings despite expenses. Returned migrants were 
nearly 50% more likely to belong to the bridge population compared to active migrants. Also, those 
who migrated for the first time at 19 years or younger had a 45% greater probability of belonging to 
the bridge population, compared to those migrating at older ages. Finally, those who reported 
having savings despite their regular expenditure were 67% more likely to belong to the bridge 
population compared to those without savings.  
All the other explanatory variables showed no statistically significant association with the outcome 
at the significance level of 0.2.  
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Table 3.3 Univariate analysis looking at the factors associated with membership to the bridge 
group population (N=639) 
 Exposure variables n Total % OR 95% CI for OR χ2 test p-
value 
χ2 test for 
trend p-
value 
Migration status         
Return migrants 73 319 22.9 1.462 0.988 - 2.164 0.057   
Active migrants 54 320 16.9 1     
Total 127 639 19.9      
         
Marital status         
Currently unmarried 12 103 11.7 1  0.022   
Currently married 115 536 21.5 2.071 1.096 - 3.914    
Total 127 639 19.9      
         
Current age group      0.026 0.846 
<=24 years 14 114 12.3 0.900 0.407 - 1.990    
25-29 years 41 163 25.2 2.160 1.111 - 4.201    
30-34 years 30 126 23.8 2.009 1.001 - 4.031    
35-39 years 28 131 21.4 1.748 0.867 - 3.523    
40+ years 14 104 13.5 1     
Total 127 638 19.9      
        
Self-perceived HIV risk      <0.001   
High to moderate 38 82 46.3 4.446 2.710 - 7.294    
Low 81 498 16.3 1     
Total 119 580 20.5      
        
Occupation      0.029   
1=construction/miners/ 
Stone cutters/factory workers 
42 199 21.1 2.229 0.642 - 7.742    
2=daily wage labourers/loaders/ 
petty traders 
37 177 20.9 2.202 0.630 - 7.696    
3=drivers/fishermen/others 22 71 31.0 3.741 1.021 - 13.714    
4=contractors/artists/tailors/ 
private salaried/govt. salaried 
23 164 14.0 1.359 0.379 - 4.870    
5=agricultural workers 3 28 10.7 1     
Total 127 639 19.9      
         
Having savings despite 
expenses 
     0.101   
Yes 114 544 21.0 1.672 0.899 - 3.110    
No 13 95 13.7 1     
Total  127 639 19.9      
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 Exposure variables n Total % OR 95% CI for OR χ2 test p-
value 
χ2 test for 
trend p-
value 
         
Age at 1st migration      0.079 0.079 
<=19 years 88 399 22.1 1.451 0.956 - 2.201    
20+ years 39 239 16.3 1     
Total 127 638 19.9      
         
Chronology of 1st migration 
and marriage 
     0.225   
Migrated before marriage 62 239 25.9      
Migrated at/after marriage 44 209 21.1      
Total 106 448 23.7      
         
Education      0.566   
Illiterate 3 27 11.1      
Primary school 7 40 17.5      
Secondary school 64 297 21.5      
>=High school 53 275 19.3      
Total 127 639 19.9      
         
Religion      0.255   
Hindu 65 366 17.8      
Muslim 62 272 22.8      
Other 0 1 0.0      
Total 127 639 19.9      
         
Caste      0.534   
Scheduled Caste 34 171 19.9      
Scheduled Tribe 12 56 21.4      
Other Backward Classes 40 233 17.2      
General 41 179 22.9      
Total 127 639 19.9      
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Testing for statistical association between explanatory variables 
Testing for associations between explanatory variables showed that marital status was strongly 
associated with migration status (p<0.001) (Table 3.1), and also with age (data not shown). Nearly all 
returned migrants were married (~97%). For this reason, marital status was excluded in the 
multivariate model.  
Meanwhile, age was associated with migration status. Although there was a strong statistical 
association between the two suggesting that each would confound the association of the other with 
the outcome, this relationship was not straightforward. As described previously, the age distribution 
of returned migrants was skewed towards older ages, and active migrants towards younger ages, 
but with considerable overlap between the two (see figures 3.1 and 3.2.). Keeping this in mind, a 
simple plot of age and bridge group membership, stratified according to migration status was 
created (Fig. 3.4). This graph helped to see more clearly how the variables were related to the 
outcome. Instead of showing similar age distributions for both the migration categories, there were 
noticeably higher proportions of returned migrants belonging to the bridge population in three of 
the middle age group categories (25-29, 30-34, 35-39 years) compared to active migrants. Although 
this was only a crude observation, and the total sizes of each of the categories across the two groups 
varied (see Table 3.1), it formed the basis for choosing to include both current age group and 
migration status in the multivariate logistic model. 
 
Figure 3.4 Percentages within each age category belonging to the bridge population 
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Multivariate analysis 
Final logistic model 
The multivariate logistic regression model therefore included the following explanatory variables, in 
order of the strength of association with the outcome: self-perceived risk of HIV, migration status, 
current age group, occupation, having savings despite expenses and age at first migration. The final 
logit model (Model 1) is listed in Table 3.4. The p-value for the model chi-squared likelihood ratio 
(LR) test for the model was<0.001, suggesting that the model was significantly better at explaining 
the observed outcome compared to a model with just the intercept. The p-value for the Hosmer and 
Lemeshow goodness of fit test was non-significant (p=0.460) indicating the model explained the 
observed distribution of the outcome to an acceptable level.  
Self-perceived HIV risk was a strongest predictor of the outcome with those perceiving themselves 
to be at high to moderate risk being nearly 5 times more likely to belong to the bridge population 
than those who believed their risk to be low (AOR 4.8, 95%CIs 2.8-8.2).  
Compared to the results of the univariate analysis, migration status was now strongly associated 
with the outcome (p<0.01), with returned migrants being more than twice as likely to belong to the 
bridge population as active migrants (AOR 2.2, 95% CIs 1.3-3.9). Current age remained strongly 
significantly associated with the outcome with all ages except the under-24 year olds being between 
nearly 2.5 to 4.5 times more likely to belong to the bridge population than the over-40 group.  
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Table 3.4 Model 1 - Multivariate logistical analysis with all explanatory variables associated with 
outcome at p<0.2 
  AOR 95% CI for AOR Wald p-
value 
Hosmer and 
Lemeshow 
test 
χ2 likelihood 
ratio test p-
values  
Model diagnostics:    0.460 <0.001 
        
Self-perceived HIV risk     <0.001 
High to moderate 4.803 2.816 - 8.192 <0.001    
Low 1      
        
Migration status     0.004 
Returned migrants 2.224 1.282 - 3.858 0.004    
Active migrants 1      
        
Current age group     0.005 
<=24 years 2.706 0.911 - 8.043 0.073    
25-29 years 4.530 1.836 - 11.178 0.001    
30-34 years 3.652 1.557 - 8.568 0.003    
35-39 years 2.411 1.027 - 5.662 0.043    
40+ years 1      
        
Occupation     0.049 
1=construction/miners/ 
stone cutters/factory workers 
1.941 0.531 - 7.096 0.316    
2=daily wage labourers/ 
loaders/petty traders 
1.725 0.465 - 6.397 0.415    
3=drivers/fishermen/others 3.646 0.933 - 14.241 0.063    
4=contractors/artists/tailors/ 
private salaried/govt. salaried 
1.219 0.324 - 4.585 0.770    
5=agricultural workers 1      
        
Having savings despite expenses     0.160 
Yes 1.641 0.801 - 3.360 0.176    
No 1      
        
Age at 1st migration     0.712 
<=19 years 1.099 0.665 - 1.817 0.712    
20+ years 1      
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Occupation continued to be associated with the outcome overall (significant p-value for the 
likelihood ratio test for that explanatory variable), but none of the individual categories was 
significantly associated with the outcome. Having savings despite regular expenses and age at first 
migration was no longer significantly associated with the outcome in the multivariate analysis. These 
three variables were therefore removed to create a reduced model, Model 2 (Table 3.5) with just 
three explanatory variables: self-perceived risk of HIV, migration status and current age group. The 
LR test statistic for this model was still <0.001 and the goodness-of-fit Hosmer and Lemenshow p-
value increased to 0.881 suggesting that this model may be an improvement on the model with all 
six explanatory variables.  
 
Table 3.5 Model 2 - Reduced multivariate logistical model with explanatory variables that stayed 
significant at p<0.05 in Model 1 
  AOR 95% CI for AOR Wald p-
value 
Hosmer and 
Lemeshow 
test p-value 
χ2 likelihood 
ratio p-value 
Model diagnostics:     0.881 <0.001 
         
Self-perceived HIV risk      <0.001 
High to moderate 4.889 2.915 - 8.200 <0.001    
Low 1      
         
Migration status      0.004 
Returned migrants 2.093 1.251 - 3.501 0.005    
Active migrants 1      
         
Current age group      0.004 
<=24 years 2.391 0.888 - 6.433 0.084    
25-29 years 4.236 1.834 - 9.782 0.001    
30-34 years 3.45 1.511 - 7.875 0.003    
35-39 years 2.522 1.106 - 5.750 0.028    
40+ years 1      
 
Comparing effect sizes across different models 
Table 3.6 lists the odds ratios (simple and adjusted) and 95% CIs for the three explanatory variables 
associated with bridge group membership across the univariate, full multivariate and reduced 
multivariate models allowing for a comparison of effect sizes. In moving from univariate to 
multivariate analysis, most of the effect sizes increased. Further, the effect sizes of the three 
associations with the outcome varied only slightly across the full and reduced models. The AORs for 
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self-perceived risk of HIV increased from 4.8 to 4.9 and the confidence intervals narrowed slightly. 
The effect of migration status became slightly changed from AOR 2.2 to 2.1 and the confidence 
intervals narrowed. AORs decreased slightly for ages 25-29 and 30-34 years with a narrowing of 
confidence intervals, but increased slightly for the 35-39 year group from 2.4 to 2.5.  
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Table 3.6 Comparing the effect sizes for the three explanatory variables associated with bridge group membership across univariate, multivariate and 
reduced multivariate models 
  Univariate associations (only 
showing 3 explanatory variables ) 
Multivariate Model 1 (only showing 3 
explanatory variables)  
Multivariate Model 2  
Explanatory variables OR 95% CI for OR Chi-sq p-
value 
AOR 95% CI for AOR Wald p-
value 
AOR 95% CI for 
AOR 
Wald p-
value 
                    
Self-perceived HIV risk            
High to moderate 4.446 2.710 - 7.294 <0.001 4.803 2.816 - 8.192 <0.001 4.889 2.915 - 8.200 <0.001 
Low 1   1   1    
             
Migration status            
Returned migrants 1.462 0.988 - 2.164 0.057 2.224 1.282 - 3.858 0.004 2.093 1.251 - 3.501 0.005 
Active migrants 1   1   1    
             
Current age group    0.026        
<=24 years 0.900 0.407 - 1.990  2.706 0.911 - 8.043 0.073 2.391 0.888 - 6.433 0.084 
25-29 years 2.160 1.111 - 4.201  4.530 1.836 - 11.178 0.001 4.236 1.834 - 9.782 0.001 
30-34 years 2.009 1.001 - 4.031  3.652 1.557 - 8.568 0.003 3.45 1.511 - 7.875 0.003 
35-39 years 1.748 0.867 - 3.523  2.411 1.027 - 5.662 0.043 2.522 1.106 - 5.750 0.028 
40+ years 1   1   1    
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Correcting for confounding – stratified AORs 
Returning to the issue of confounding, both migration status and age were independently associated 
with the outcome of bridge population membership. However, the association between migration 
status and the outcome was confounded by age, and the association between age and the outcome 
was confounded by migration status. 
 
Figure 3.5 The mutual confounding effects of migrant status and current age 
 
 
 
  
 
For that reason, the results in Model 2 were further stratified according to age and migration status 
respectively (Tables 3.7 and 3.8). Self-perceived HIV risk stayed statistically significant in both cases. 
Stratified adjusted ORs are reported across the individual age groups in Table 3.7. In this sub-
analysis, migration status stayed significant only across the 30-34 year age group. Stratified adjusted 
ORs across the two migration categories are presented in Table 3.8. Age did not remain significant 
for active migrants, but stayed significantly associated (for three categories) with the outcome 
within returned migrants.   
  
Bridge population 
Current age 
Migrant status 
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Table 3.7 Stratified AORs across age categories 
  Age group: 
<24 years 
Age group: 
25-29 years 
Age group: 30-
34 years 
Age group: 35-
39 years 
Age group: 
40+ years 
Migration 
status (baseline 
active migrants) 
      
AOR 0.963 1.834 2.838 3.128 0.395 
95% CI for AOR 0.109 - 8.521 0.804 - 4.182 1.064 - 7.567 0.783 - 12.496 0.060 - 2.580 
Wald p-value 0.973 0.149 0.037 0.107 0.332 
        
Self-perceived 
HIV risk 
(baseline low 
risk) 
      
AOR 3.300 3.000 6.405 7.079 13.571 
95% CI for AOR 0.733 - 14.855 1.180 - 7.628 2.070 - 19.814 2.214 - 22.640 2.652 - 69.438 
Wald p-value 0.120 0.021 0.001 0.001 0.002 
 
 
 
Table 3.8 Stratified AORs across migration categories 
  RETURNED MIGRANTS   ACTIVE MIGRANTS   
  AOR 95% CI for 
AOR 
Wald p-
value 
AOR 95% CI for 
AOR 
Wald p-
value 
Current age group         
<=24 years 1.662 0.777 - 15.612 0.657 0.917 0.185 - 4.536 0.915 
25-29 years 5.488 1.933 - 15.575 0.001 1.532 0.319 - 7.348 0.594 
30-34 years 4.738 1.805 - 12.434 0.002 1.069 0.201 - 5.693 0.937 
35-39 years 3.307 1.301 - 8.402 0.012 0.686 0.099 - 4.766 0.703 
40+ years 1    1    
          
Self-perceived HIV risk         
High to moderate 6.166 2.728 - 13.936 <0.001 4.455 2.209 - 8.983 <0.001 
Low 1     1     
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These results were strongly affected by the small sample sizes in these stratified sub-groups. 
However, there is a pattern to these observations where it appears that belonging to the middle age 
groups and being a returned migrant are the strongest predictors of belonging to the bridge 
population.  It is however, possible that there may be some residual effects of age on migration 
status that could put migration status on the causal pathway in the association between age and 
bridge population membership. In other words, there may be a cohort effect where particular (say, 
higher, though not highest, age) cohorts show increased risk behaviour relative to others, and since 
with increasing age men are more likely to be return migrants, they may also therefore be more 
likely to form a bridge population. It is impossible to unpick cohort effects from a cross-sectional 
study but important nonetheless to be aware of this possibility, i.e, that the effect of migrant status 
on bridge group membership may not be totally independent of age or cohort effects.  
 
Condom use 
Consistent and successful condom use is an important factor to consider when describing safe versus 
unsafe sexual contact (Weller and Davis 2002).  Reported consistent condom use with non-spousal 
partners at destination and origin locations provided estimates of the proportion within the bridge 
population that was most at risk of HIV acquisition and onward transmission. Among the bridge 
population (127 men), consistent condom use was estimated1 to be 48% at destination and 35% on 
previous return trips to origin. Thus, within the bridge population group, by adding this extra 
dimension of consistent condom use, just over half may be at high risk of HIV acquisition, while if 
infected, then nearly two-thirds of them could potentially transmit the virus to other partner(s) at 
origin.    
Estimating the size of the “high-risk bridge population” 
Using the condom use estimates within the bridge population allowed for a further estimation of the 
proportion of this group that was at greatest risk of HIV acquisition and transmission (Figure 3.6). 
Assuming that HIV acquisition risk lies only at destination, while further transmission occurs only at 
place of origin, taking consistent condom use in both places into account reduces the size of the 
bridge population to 6.7% (“high-risk bridge population”).  
  
                                                          
1 See Appendix 3.3 for SPSS syntax to calculate consistent condom use at both locations using the OR function. 
Denominator is 127 for both.  
Chapter 3: Quantifying and characterising the bridge population 
98 
 
Figure 3.6 Size of the populations at risk of acquisition and transmission of HIV among rural-to-
urban circular migrants 
 
 
 
 
 
 
 
 
  
Rural-to-urban 
circular migrant 
men (100%) 
29.3% had NS sex at 
destination 
 Acquisition risk 
 
70.7% had no NS sex 
at destination 
 No acquisition 
risk 
 19.9% had NS sex at both 
destination and origin 
“bridge population” 
 Acquisition risk 
 Transmission risk 
 
9.4% had no NS sex at origin 
 If married, single transmission 
risk 
 10.3% did not use 
condoms consistently at 
destination  
 High acquisition risk 
9.6% used condoms 
consistently at destination  
 no acquisition 
 6.7% did not use condoms 
consistently at origin  
 high-risk bridge 
population 
3.6% used condoms 
consistently at origin  
 no further transmission 
NOTE:  
See Table 3.2: Those who did not have sex at destination=no NS sex (295) + only once at origin, no 
continuation (54) + initiated at origin, continued at origin (103)=452 (70.3% of 639) 
See Table 3.2: Those who did have sex at destination=Initiating at origin and continuing at destination 
only (28) + both places (118) + initiating at destination and continuing at destination only (32) + both 
places (9) = 187 (29.3% of 639) 
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Discussion 
Summary of findings 
This analysis quantifies the “bridge population” of migrants within a sample of circular labour 
migrants in Azamgarh, North India, on the basis of non-spousal sexual behaviour at origin and 
destination. Overall, 20% of circular migrants appear to have the potential to both acquire HIV and 
introduce it to sexual networks at source, beyond their spouse. Estimates for consistent condom use 
within the bridge population put the size of the “high-risk bridge population” at seven per cent. 
While not all of these men may actually acquire HIV (since 48% report consistent condom use at 
destination), it is interesting that the majority of men reporting NS sex at destination also report NS 
sex at source (127/187=68% from Table 3.2, see also Figure 3.6), indicating significant non-spousal 
sexual networks in rural areas (Saggurti et al. 2011). These results suggest that policy makers are 
right to be concerned about the risk of circular migrants to rural communities. While the 
overwhelming majority of migrant men are not putting themselves or others at risk (~71%, Figure 
3.6), a minority of men do both. However, these men are not easy to distinguish from other 
migrants.  
This estimate of non-spousal sexual behaviour was not time-bound in that it reflected accumulated 
sexual behaviours in their lifetime up until their current ages, and therefore would include those 
who are sexually active with non-spousal partners currently along with those who may have been so 
in the past. The variables associated with belonging to the bridge population were: a heightened 
awareness about personal HIV risk, migration status and current age. Those who believed 
themselves to be at moderate to high HIV risk were nearly five times more likely to belong to the 
bridge population that those who believed their risk to be low. Returned migrants were twice as 
likely to belong to the bridge group as active migrants. All younger age groups were more than twice 
as likely to belong to the bridge group as compared to the over-40 year old group, and this was 3.5 
to 4 times as much for those in the 25-34 year age group. Migrant status and age both confounded 
the association of each other with the outcome.  
Interpretation of study findings  
Being a cross-sectional study and the lack of time limit on when non-spousal sexual behaviours took 
place makes it impossible to ascertain the direction of the association, i.e., if bridge group members’ 
risk perception changed as a consequence of past high-risk behaviour, preceded it, or co-existed 
with it. Nevertheless, it is reassuring that belonging to this group was associated with increased 
awareness about HIV risk. This matching of perceived and actual risk indicates that people identify 
themselves correctly, and may encourage increased protective behaviour for some (Morris et al. 
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2000; Organista et al. 2000; Sanchez et al. 2012). The fact that a significant proportion of bridge 
group members reported using condoms consistently supports this possibility. However, as 
discussed later this may vary significantly according to where they have sex and with whom.   
Returned migrants were twice as likely to belong to the bridge population as those still actively 
migrating. One possible explanation could be that returned migrants have reduced exposure to HIV 
prevention messages. Men who are actively migrating may be more exposed to prevention 
messaging about HIV at destination areas because HIV campaigns are strongest in urban areas and 
especially at work sites that employ large numbers of migrant workers.  However, this result needs 
to be examined with the awareness that the categorisation of returned migrant is based on their 
lack of migration in the past 12 months. This fact leads to two further points: first, that the use of the 
past year migration may be insufficient to differentiate between returned and active migrants as 
there may be some ‘returned’ migrants who start migrating again after a year. There is thus a 
potential for misclassification bias because of the insufficient basis for dichotomising migrants into 
returned and active migrants. Secondly, given the one-year limit, one can assume that any non-
spousal sex among returned migrants that took place in the last 12 months was only at origin 
location (and not at destination). By extension, returned migrants who were identified as belonging 
to the bridge group only had destination-based NS sex during a time period preceding the past one 
year. Both these methodological issues need to be kept in mind when trying to interpret the 
meaning of the result that returned migrants were a ‘riskier’ group than active migrants.   
Another methodological issue is that there was no time limit on when respondents carried out non-
spousal sex that identifies whether or not they belong to the bridge population. The relationship 
between current age and membership to the bridge group was non-linear, with the greatest 
probability of belonging to the bridge population in men aged somewhere between 24-39 years, and 
low risk at both ends of the age spectrum. The fact that the oldest men, having been through all the 
high-risk age groups, were not the ones with the greatest accumulated risk (i.e. did not form the 
group with the largest percentage of bridge group members), suggests that there is something about 
belonging to those particular higher-risk age groups in the present, that puts men at increased risk 
(of belonging to the bridge population). This is in contrast to a study from the Netherlands about 
migrants from former Dutch colonies in which older men were found to be most likely to be in the 
bridge population (Kramer et al. 2008). As mentioned previously, there may still be some residual 
cohort effects, where bridge group membership was affected by how many years ago men had first 
migrated. For instance, keeping in mind the median age at first migration being 19 years, looking at 
Figure 3.4 it would appear those who first migrated >20 years ago, and those who first migrated 
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within the last five years are less likely to belong to the bridge group than those who first migrated 5 
to 15 years ago. 
Thus, looking at the combined effect of age group and migration status effects on risk, it appeared 
that men who were returned migrants while they were in the middle three age groups (i.e. not 
youngest or oldest) ages were a specific high-risk group. Among the bridge population, consistent 
condom use during NS sex at origin was lower than in places of destination (35% vs 48%). This may 
be partly to do with the fact that non-spousal sex at origin areas was usually with unpaid casual 
partners (neighbours, relatives) rather than commercial (Saggurti et al. 2011)2. Also, as described in 
Chapter 6, and corroborated by studies in other settings (Coast 2006; Dhapola et al. 2007), migrant 
men may find having sex in the village to be a healthier option compared to sex at migration 
destination as village women are believed to be ‘cleaner’, and therefore they may not feel the need 
to use condoms with them. 
Study limitations  
There are a number of limitations to this study. It is cross-sectional and hence does now allow any 
inferences to be made about causality or the direction of relationship between any observed 
associations. Sexual behaviour was all self-reported and was based on lifetime behaviour which, for 
men who had been migrating for several years, would usually include several ‘circular’ migrations 
between origin and destination locations. Therefore, there would be social desirability and recall 
biases in their responses. Current age was one of the variables significantly associated with 
membership to the bridge population; however during my fieldwork in Allahabad I observed that 
rural-based people were often uncertain about their current age3. There may be similar reliability 
issues in current ages reported in the survey. The sample was recruited from among migrants who 
were available at origin villages to participate during the study period and this may have further 
introduced some sampling bias. The range of questions on the questionnaire limited the potential 
explanatory variables that could be included in the analysis. For instance, it would be useful to find 
out about family size (number of dependents), birth order of the migrant with respect to other male 
siblings, length of time since respondents had been migrating, and details about living and working 
conditions. As will be described in Chapter 6, these were strong influences on the experience of 
circular migration and impacted on migrants’ sexual behaviour. Also, the location of migrant 
destination could potentially determine access to non-spousal sex by affecting availability of sexual 
partners; data were incomplete for this question and therefore it could not be used. Improvement in 
                                                          
2 The separation between sex work and casual sexual relations may not be as clearly defined in village settings 
as in urban settings. 
3 Discussed in Chapter 5. 
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livelihood situation as a consequence of migrant work and the resulting availability of net disposable 
income has also been seen to increase to increase risk-behaviour (TISS and PopulationCouncil 2008). 
There was only one question in the questionnaire regarding financial savings despite regular 
expenses, and this was not significant in the multivariate analysis. Note that 85% of men reported 
having regular savings; it is likely that this question was not detailed enough to capture the variation 
in financial situation among migrants. Further research following on from results so far could help to 
answer some of these questions.  
However, despite these limitations this study does give an estimate of the size and characteristics of 
the sub-population within migrant worker men who might indeed be characterised as a “bridging” 
group. While there are increasing numbers of studies looking at the risk behaviour of labour 
migrants in India (Deb et al. 2009; Gupta and Singh 2002; Saggurti et al. 2009) most have 
concentrated on sexual behaviour at migration location only, and simply assumed that further 
transmission at origin locations could take place. Breaking down HIV risk according to acquisition and 
transmission risks helps to sharpen the focus on migrants as a risk group and allows for a more 
scientific interpretation of where the risk lies.  
Keeping these concepts in mind, results from this study are based solely on the sexual behaviour of 
migrant men and not of their sexual partners and non-migrants at origin. Since the migrant men 
were having non-spousal sex at origin (in addition to the bridge population, 16% of migrants who did 
not have NS sex at destination, did so at origin), it implies that there are non-spousal sexual 
networks at origin that may be active even when migrant men are away. Analysis based on the same 
questionnaire by Saggurti et al. did indeed find that more than 20% of non-migrant men reported 
having sex with a non-spousal partner in the last 12 months (Saggurti et al. 2011).  Similar data need 
to be collected on the sexual behaviour of wives of migrants and non-migrants (Kishamawe et al. 
2006; M. N. Lurie et al. 2003a; Qin et al. 2009), to get a truer impression of the contribution of 
circular rural-to-urban migration towards HIV spread in this region. The qualitative data collected in 
this thesis (see Chapter 6) suggests that some women in rural areas may have sexual partners other 
than their husband. There is considerable evidence to suggest that this is still not the norm, and the 
greatest HIV risk factor for married women continues to be marital sex, rather than having other 
sexual partners (Gangakhedkar et al. 1997; Mehta et al. 2006; Newmann et al. 2000). However, an 
ethnographic study by Halli et al. study in Karnataka described how social and sexual norms for 
married women in rural sending areas may shift as a consequence of sustained out-migration of men 
(Halli et al. 2007); similar phenomena are likely to be taking place in other parts of the country that 
have comparable migration patterns.   
Chapter 4: The fieldwork settings 
103 
 
Chapter 4: The fieldwork settings  
Summary 
In Part 1 of this thesis I introduced the context of circular migration, reviewed international evidence 
for the migration-HIV association and analysed survey data to identify individual-level characteristics 
that made migrants from a particular geographical location ‘high risk’ with regard to HIV. Part 2 of 
this thesis is based on a case study of circular migrants from Allahabad district, north India. This 
chapter provides background data from secondary sources on the social demography, migration 
patterns and organisation of health services - including HIV services - in Allahabad district in Uttar 
Pradesh state, India, where the qualitative fieldwork was carried out.  
The data show differences in social and health indicators across the demographic categories of 
gender, religion, caste and rural-urban differences. According to the current state of knowledge for 
the number of circular labour migrants in India, estimates stand at approximately 40 million circular 
migrants. Unskilled and semi-skilled work in manufacturing and construction industries, quarry work, 
agriculture, transport and petty trade are the main kinds of employment carried out by rural-to-
urban migrants.  
The HIV prevalence in India is estimated to be 0.31% in the general adult population. The Indian 
epidemic is concentrated in particular vulnerable groups and the primary transmission route is 
heterosexual. There are recent shifts in HIV prevalence distributions; some of these changes have 
been attributed to migrant workers transporting the virus from high to low-prevalence areas. Health 
care in India is highly privatised with more than 80% expenditure on health being out-of-pocket. The 
public health system although highly subsidised and accessible, has suffered from poor 
infrastructure, staffing problems and corruption. Against this backdrop, HIV services are provided by 
the National AIDS Control Organisation of India. A large focus of their operation is on targeted 
interventions providing information and care to specific vulnerable groups.  
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Introduction 
India is divided into states (and a few union territories); each state is further divided into districts 
and districts into tehsils/talukas and blocks. In rural areas, blocks are further divided into gram 
panchayats (village-level administration), while in cities they split into municipalities. These sub-
divisions are differently titled in different parts of the country and some of the sub-divisions are 
independent of each other, serving different purposes. For example, tehsils are sub-divisions of a 
district for the purposes of revenue collection, while blocks are sub-divisions of a district for the 
purposes of programme disbursement activities1. The present study was carried out in Allahabad 
district, which is located in Southeast Uttar Pradesh.  
Key demographic, social and health indicators for Uttar Pradesh state 
There are 28 states and seven union territories in India. Most states have their own official language 
and regional culture and they are administered by a state government. In India there is a great 
diversity in population-level social and health indicators across different states, from the high 
achieving states such as Kerala, Punjab and Tamil Nadu with high education levels and relatively 
greater gender equality, to the low performing states in the bottom cluster: Uttar Pradesh belongs 
to this group (UNDP 2007).  
The northern state of Uttar Pradesh (often abbreviated to UP) with its population of about 200 
million people is the most populous in the country (Census 2012). It covers an area of 93,933 square 
miles and is divided into 75 districts. Agriculture forms a significant part of the UP economy, 
although it relies heavily on the Monsoon. UP has a relatively small manufacturing sector, high 
population growth rates, a high percentage of marginal and small land holdings, structurally-
deficient public services infrastructure and great regional imbalances in income and development – 
all these factors  contribute to make UP one of the most economically backward states in India 
(UNDP 2007). Estimates from the Planning Commission for the year 2004-05 found that Uttar 
Pradesh has  the highest number of people living below the poverty line (BPL)2 at 59 million people 
(GOI 2009) which translates to a third of the population .  
Allahabad district is in south-east Uttar Pradesh with a population density of 1087 persons per 
square kilometre. The Census 2011 put the population size of Allahabad district at 5.96 million 
people (Census 2012). 
  
                                                          
1 http://www.indiadevelopmentblog.com/2008/04/one-small-step-closer-to-englightenment.html 
2 This is a standardised multi-parameter economic benchmark and poverty threshold. It is used by the Indian 
government to indicate economic disadvantage and to identify individuals and households who qualify for 
government assistance and aid. 
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Figure 4.1 Uttar Pradesh state and Allahabad district, India 
  
 
Social and health indicators 
The main social and health indicators for Uttar Pradesh are tabulated in Table 4.1. According to the 
2011 Census, Uttar Pradesh’s literacy rates continue to be poorer than the national average (69.7% 
versus 74%), especially for women compared to men and in rural compared to urban areas. 
However, in the latest Census figures Allahabad district matches the national figure at 74.4% literacy. 
Uttar Pradesh’s population sex ratio, or the number of females per 1000 males in the population, 
although still skewed in favour of males  has gone up slightly from the last census from 898 to 908, 
with urban and economically prosperous areas showing worse differentials than rural areas  (Census 
2012). One reason cited for the lower sex ratio in cities is the greater access to imaging technology in 
cities, allowing for higher levels of sex selection and termination of female foetuses (George 2006; 
Ghosh 2011). Looking at only the 0-6 year age group, which is what comprises the child sex ratio, the 
figures have in fact declined in UP from 916 in 2001 to 899 in the 2011 census3, indicating a 
continuation of sex selective abortion, neglect of female children and female infanticide (Sudha and 
Rajan 2003).   
Among other health indicators such as infant mortality and life expectancy at birth, according to 
figures from 2010-11, in UP nearly 71 children born per 1000 would die before they reached the age 
of 1. The equivalent value for Allahabad district is 88. These health statistics look worse when 
looking at under-5 mortality (number of children surviving from birth to exact age 5 from 1000 live 
births). India has the world’s worst figures for this indicator and contributes 24% of the total number 
of under-5 deaths worldwide (UNICEF 2012). This figure is 94 for UP state and 115 for Allahabad 
district. On both these indicators, rural areas fare much worse than urban areas (AHS 2011). Life 
expectancy during the period 2001-5 was 60.1 years for men and 59.3 years for women (the 
                                                          
3 National figures also declined from 927 in 2001 to 914 in 2011. 
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corresponding figures for Kerala, the best performing state were 71.3 and 76.3 years respectively; 
national figures were lower) (UNDP 2007).   
Awareness about HIV and AIDS 
The 2010-11 Annual Health Report from UP states that overall 66% of women have heard about 
HIV/AIDS; 80% of urban and 64% of rural women respectively. The corresponding figures for 
Allahabad are significantly higher, with women’s HIV awareness at 86%; 93% of urban and 84% rural 
women (AHS 2011). These figures are much greater than those from the National Family Health 
Survey (2005-6) where only 45% of women from UP had heard about AIDS  (IIPS and 
MacroInternational 2007). Similarly, figures from the District-level household Survey 2007-08 in UP 
show that only 37% of ever-married women and 60% of unmarried women had heard about 
HIV/AIDS, and in Allahabad only 49% of ever-married women had heard about HIV/AIDS (IIPS 2010). 
This difference across survey data may reflect a genuine increase in awareness about HIV/AIDS over 
time because of increasing HIV awareness campaigns for the general public in recent years. 
However, it is also likely that observed differences are due to differences in sampling methods and 
survey methodology, which brings into question the reliability of some of these data. Moreover, 
being aware about HIV or AIDS can range from simply having heard of the condition to having a 
detailed understanding about its modes of transmission and prevention. It may include a mixture of 
correct information and misconceptions about transmission, clinical manifestation and treatment. 
For example, the NFHS-3 found that in UP only around 16% of women and 30% of men 
demonstrated a comprehensive knowledge about HIV/AIDS. Also, just 30% of women (and 69% 
men) knew that HIV could be prevented by using condoms (IIPS and MacroInternational 2007). 
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Table 4.1 Socio-demographic data for India, Uttar Pradesh state and Allahabad district1 
  Total Urban Rural 
Population size, population 
density 
India ~1.2 billion; 382 persons/km2 377 million 833 million 
Uttar Pradesh ~200 million; 828 persons/km2 45 million 155 million 
Allahabad ~6 million; 1087 persons/km2 1.5 million 4.5 million 
Literacy rate (%)   Male Female Total Male Female Total 
India 74  90 80 85 79 59 69 
Uttar Pradesh 70 82 72 77 79 56 68 
Allahabad 74 89 79 85 84 57 71 
Sex ratio (no. of females/1000 
males) 
India 940 926 947 
Uttar Pradesh 908  888 914 
Allahabad 902 863 915 
Infant mortality rate, IMR2 and 
under-5 years mortality, U5MR  
 IMR U5MR IMR U5MR IMR U5MR 
India 473  614 -- -- -- -- 
Uttar Pradesh 71 94 54 68 74 101 
Allahabad 88 115 43 60 96 125 
Total fertility rate  Uttar Pradesh 3.6 2.7 4.9 
Allahabad 3.5 -- -- 
Mean age at marriage (in years)  Male  Female Male Female Male Female 
Uttar Pradesh 23.7  21.0 25.7 22.4 22 20.6 
Allahabad 24.5 21.6 27.4 23.5 23.5 21.2 
Women’s awareness of HIV/AIDS 
(%) 
Uttar Pradesh 68 80 64 
Allahabad 86 93 84 
 
                                                          
1 Data compiled using National Census 2011, UP Annual Health Survey 2010-11, the National Family Health Survey-3 (2007) and the District-level Household and Facility 
Survey for UP 2007-8. 
2 IMR measures deaths <1 year per 1000 live births; U5MR measures deaths of children <5 years old per 1000 live births. 
3 http://indiagovernance.gov.in/news.php?id=1243 Accessed 11 October 2012 
4 India leads the world in terms of under-5 mortality rates. http://www.unicef.org/videoaudio/PDFs/APR_Progress_Report_2012_final.pdf    
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Access to basic amenities and wealth profile 
Only 38% of households in UP have an electricity connection (30% in rural areas, 76% urban); in 
Allahabad district 45.5% of households have electricity. Although 94.8% of households in UP have 
‘improved source’ drinking water, 86.2% rely on a public tap, hand pump or bore well. Only around 
10% households use liquefied petroleum gas for cooking (3.1% rural, 41.8% urban households), the 
rest use wood or other fuels. Combining household amenities, assets and durables, the District-level 
Household and Facility Survey (DLHS-3) computed a wealth index that categorises households across 
quintiles from poorest to richest at the national level. They found that in Uttar Pradesh, 11% of 
households were in the highest wealth quintile while more than half of the households – 58% – were 
below the middle wealth quintile. Further, the rural-urban differences are stark: while in urban areas 
more than a third of households (40.3%) are in the highest quintile, this figure is only 4.3% in rural 
areas (~37% and 29% are in the lowest and second lowest quintiles). Twenty-eight percent of 
households  in UP have a Below Poverty Line card1; this figure is 15.8% in Allahabad (IIPS 2010). 
 
Religion, caste and gender in north India 
Religion 
In terms of demographic characteristics, according to the most recent round (2007-08) of the District 
Level Household Survey in Uttar Pradesh (IIPS 2010), 83% of households are headed by Hindus and 
16.3% by Muslims, who form the largest minority (the remainder are Christians, Sikhs, Jains and 
others). Religious identities continue to be a strong influence on social, educational and health 
outcomes. Muslims fare badly relative to Hindus and other minorities, in terms of poor educational 
achievement and health, poor standards of living, discrimination and reduced access to lucrative 
employment and opportunities for development (GOI 2006; UNDP 2007). As a consequence of 
reduced opportunities at home, there is a sizeable migration stream of Indian Muslims travelling to 
Gulf countries in the Middle East for employment.  
Caste  
The caste system in India is based on the ‘varna’ system of dividing society into hierarchical, 
endogamous and hereditary groups, usually identifiable on the basis of their family name or 
surname. These divisions originate from ancient Hindu texts which describe the divisions of the 
cosmic man, or ‘purusha’ into parts of his body representing different functions – the head 
                                                          
1 The figure for percentage of households entitled to one, based on ownership of assets, may be higher. A 
Below Poverty or BPL card is a government-issued card that is provided for eligible households on the basis of 
their economic status – this enables them to access to subsidised food rations, travel discounts and so on. 
Chapter 4: The fieldwork settings 
109 
 
(Brahmins, or the religious group of priests and holy men), arms (Kshatriyas, or warriors), abdomen 
(Vaishyas, the merchants) and feet (Shudras, the groups performing menial tasks). The fifth group 
comprised of people deemed ‘untouchable’, later called Dalits, were excluded altogether from this 
hierarchy (Jeffrey 2000).  In India, caste hierarchies in equivalent forms exist in non-Hindus such as 
Muslims and Christians as well.   
Anthropological treatments of caste talk about how the hierarchy is based on complementarity, 
where all the people belonging to the caste system recognise and agree upon its basic structure and 
accept or acknowledge their place within it. The caste system is often seen as an ‘occupational 
hierarchy’ where different groups of people are functionally-divided to perform different tasks 
contributing to a working society and their various tasks complement each other. Moreover, 
anthropological descriptions of caste often explain caste in terms of rituals, ideology and belief 
systems (Deshpande 2003). For example, in some families, inter-caste marriage is not socially 
acceptable and neither is the sharing of food between higher and lower castes.  
Although the origins of caste may lie in religiously sanctioned relative advantage and disadvantage of 
certain caste groups over others, in more contemporary times, caste identity has become much 
more of a dynamic and political concept. Contemporary politics has had a principal role to play in the 
evolution of the meaning of caste in modern times.  As can be expected, although discrimination on 
the basis of caste is against the law officially, the tacit acceptance and promotion of such a 
hierarchical system by the upper castes has severely restricted the social, educational and economic 
development of people belonging to lower castes for several generations (Deshpande 2003; Jeffrey 
2001).  In the late twentieth century there was a deliberate change in government policy for more 
affirmative action, expanding the proportion of seats reserved for lower caste citizens (in jobs, 
education), followed by political mobilisation and empowerment of lower caste lobby groups.  
For the purposes of affirmative action, the Indian Government classifies people into one of four 
categories: ‘Scheduled Caste’, ‘Scheduled Tribe’, ‘Other Backward Classes’ and ‘Other’ (which 
includes mostly upper-caste Hindus and non-Hindus without a caste identity) (Deshpande 2003; 
Jeffrey 2001). Indian citizens are categorised on the basis of their social, educational and economic 
circumstances, which is largely, though not exclusively, based on hierarchical caste and religious 
identities that are inherited within families. It is done in order to protect historically-disadvantaged 
social groups allowing them preferential access to food, education, employment and other national 
services, in the form of reservations and entitlement cards. However, this is not a peaceful or 
undisputed process and vigorous political agitations appealing to caste identities continue to this 
day; different caste groups campaign to secure greater representation for themselves in government 
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and public organisations.  In Uttar Pradesh, 55% of household heads belong to the castes contained 
within the category ‘Other Backward Classes’, 23% to ‘Other’ and 21% to Scheduled Castes.  
Despite affirmative action and the empowerment of some historically-oppressed groups a 
considerable overlap still remains between caste and economic class. Groups measured as ‘non-
poor’ on the basis of economic consumption per capita contain a relatively higher proportion of the 
upper caste populations (and a much smaller proportion of lower castes), while the group that is the 
‘poorest’, or below the official poverty line, have the greatest proportion of lower castes 
represented within them (while only a small proportion of upper castes appear here) (Deshpande 
2003). There is a continuity of social inequality along caste lines through the use of other axes of 
power, despite the relative decline of religiously-sanctioned inequalities (Jeffrey 2001). 
Gender 
In India, the dominant family form is the patriarchal and patrilineal family, which involves “…a 
hegemony of men who control the levers of economic, social, political and ritual power” (p.216) 
(Ramasubban 1998). The following description of women’s status in the Indian family is a 
generalisation. As with all generalisations, small or large variations will exist across different 
geographical settings and even in the same setting over a few generations, or across different parts 
of the same kin group. However, it is still useful to present a stereotypical and broad scenario of 
family reproduction, especially in a rural setting, against which to contrast the experiences of the 
participants in the qualitative study contained in this thesis.   
In the following few paragraphs, I have used the description presented by the Jefferys in their 
ethnographic work on Jat and Sheikh families in rural Bijnor district, Uttar Pradesh (Jeffery and 
Jeffery 1997) as I found many of their principal observations resonating with the accounts I heard 
during my fieldwork: Women often have structural powerlessness from the start – although it 
improves over the course of their lives it is still limited to normatively-determined ‘female’ domains, 
such as managing the household expenses rather than the economic activities outside the home.  
Although things are changing within more progressive families in some urban and rural contexts, 
across the majority of the population marriages are still arranged by family members, with little or 
no consultation with the woman (the man is more likely to be consulted). A husband would be found 
from the same caste group but outside the kin group (except for Muslim families, who may look 
within the kin group first). Age at marriage is young for women and men (see Table 4.1) but has 
increased in the last decade. In rural India, it is common for the woman to marry into another village 
which would be some distance from her natal home, and after marriage she moves into her marital 
home. Note that she is unlikely to have any acquaintances in the new village, except in those cases 
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where other women from her natal village are married into the same village (Lambert 1996b).  After 
marriage there is a shift in power – the father of the woman ceases responsibility over her and 
passes this to her new husband and parents-in-law. Within the new marital family, there is also a 
household hierarchy between the wives of the (husband’s) male siblings and this is based on the 
men’s ages, i.e. the woman who is the wife of the youngest brother, and usually she is the most 
recently arrived into the household, has the lowest status. Her status will rise when she produces 
children, especially male children. And when one of her sons marries and brings home a bride, her 
status peaks as a mother-in-law. Usually however, women do not have a formal title to land or any 
other property or any independent earning power. 
Joint families may split after some years. This may be following the death of the man’s parents and 
the division of assets and land among the siblings, because of tensions between siblings’ families, or 
because of problems in the joint management of a collective enterprise because of the increasing 
size of a joint family. Although separation may increase the autonomy of women in the ‘new’ marital 
home, it may increase their workload and vulnerability to economic crises. They may acquire better 
access to their natal kin following the establishment of a nuclear family and contact with them may 
increase compared to earlier, when spending too much time with the natal family was strongly 
discouraged by her marital family. This expectation of the woman spending the most time at her 
marital home is present even if the husband is away, as in the case of migrant workers. There are 
variations in terms of caste and class, for example, women from wealthier households may be able 
to afford to visit their natal homes more often, although they are also more likely to belong to joint 
families for longer periods and suffer greater levels of surveillance and control.  
In terms of sexuality, patriarchal norms apply to men and women differently. Women are expected 
to please their husbands sexually and produce children but even the suspicion of extramarital 
relations could result in her removal from the household. Men are expected to stay faithful to the 
marital union, however their sexual straying is met with social indifference grounded on a 
fundamental belief that men’s sexuality is not in their control (Ramasubban 1998). This view was 
voiced by many of the male and female respondents in this study, as will be discussed in later 
chapters. 
Labour migration in India  
Drivers and patterns of migration 
As mentioned in Chapter 1, in the past two decades the pattern of growth in India has been highly 
uneven whereby gaps between agricultural and non-agricultural sectors and rural and urban areas 
have widened. The resultant exaggeration of spatial inequalities in economic opportunities has been 
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accompanied by changes in the labour market. Employers find that the rewards of having a flexible 
labour supply with lower costs are greater than from maintaining a set of longer-term and 
committed workers (Srivastava 2011b; Upadhyay 2000). Improvements in the road infrastructure, 
plus the boom in telecommunications (i.e. mobile phones) have also had a significant effect. Better 
road transport has meant that previously remote areas are now better connected to larger 
economic centres making migrating for work a strong possibility even for those who were not able 
to in the past. Meanwhile, improved telecommunication technology has led to the reduction of 
information asymmetry (rural people find out about jobs in urban areas) as well as reducing feelings 
of isolation for migrants at destination (Srivastava 2011b). Thus, greater numbers of rural migrants 
may migrate to urban areas in order to overcome local unemployment, poor returns from 
agricultural productivity, land degradation (especially in arid and semi-arid areas) and limited 
opportunities to diversify away from agriculture-based livelihoods. They may also be drawn towards 
acquiring new skills and experiences and better wages in the city, as well as escaping oppressive 
patron-client relationships in the village or caste-based discrimination (Bird and Deshingkar 2009).  
As introduced in Chapter 1, migration is a complex phenomenon and even when focussing on 
migration for economic purposes alone, there are several typologies and combination of typologies 
that are used to classify the various forms that it takes (NACO 2010). Some are based on political 
geography, like classifying migration as rural-to-urban, rural-to-rural, urban-to-rural and urban-to-
urban. There are also typologies based on distance travelled: short-distance migration could involve 
travelling to neighbouring villages or cities on a daily commute while long-distance migration 
involves either crossing a district- or state-level border, or international migration. In terms of 
duration, labour migration can be long-term, as it is for permanent migrants who set up a household 
at migrant destination and have relatively infrequent contact with their native place, or short-term, 
as for seasonal or circular migrants who return home cyclically one or more times of the year, and 
rely on both migrant remittances and resources/assets at their source locations (e.g. land, livestock 
and social capital) for the social and economic stability of the household. It is also useful to observe 
who migrates from within the migrant household: whether it is the entire household, husband-wife 
dyads or single members of households, and whether they are men or women or both.  All these 
patterns of migration are present in different combinations in different regions of India. In fact, 
migration patterns may change even within the same household over time as the size of the family 
unit changes (e.g. births, deaths or when a joint household cleaves to produce smaller units), when 
dependencies change within the family or there are changes in local livelihood opportunities 
compared to those available further afield (Rogaly 2003).  
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In addition to changes in labour supply and demand, the patterns of migration depend on the social 
structure of that society, historical precedents for labour migration from that area and the strength 
of social networks at migrant destinations (Boyd 1989; Portes and Borocz 1989). Generally speaking, 
in India, permanent migration tends to be higher among the more educated while poorer and 
illiterate people tend to migrate for shorter periods (Bird and Deshingkar 2009).  The socio-economic 
profile of short-duration out-migrants is found to be quite different from that of permanent and 
semi-permanent migrants. They tend to belong to the most socioeconomically-deprived groups; 
they are younger, less literate and most likely to be working as casual labourers at migration 
destinations (Srivastava 2011b). Likewise,  people belonging to Scheduled Castes, Scheduled Tribes 
and Muslims, tend to show particularly high levels of circular migration (Bird and Deshingkar 2009). 
In terms of gender, patriarchal norms restricting the independent mobility of women vary according 
to regions, castes and other social groupings and education. Moreover, ideologies within a group 
may shift according to material circumstances (Rogaly 1998). In general, there is greater female 
labour mobility in southern and western India compared to northern and eastern states (Srivastava 
2011b). South India has more (lone) female migration, something that does not have an equivalent 
in the north (Srivastava and Sasikumar 2003). Married couples may migrate together (even along 
with their children) when it is rural-to-rural migration which entails shorter distances and/or to 
certain kinds of employment (Srivastava 2005), e.g., agricultural labour and where there is an 
obvious division of responsibilities, for instance, in quarry work where the man cuts the stone and 
the woman carries the load across to a different location (Personal Communication, Link Worker Co-
ordinator,  Koraon, Allahabad). However, in the northern states of Uttar Pradesh and Bihar, most 
long distance rural-to-urban circular labour migration is carried out by men travelling alone (de Haan 
2002; Srivastava 2005).  
Employment for circular migrants 
The jobs that short-term circular migrants usually do at destination are unskilled or semi-skilled jobs 
in the low income market and often there is little security or transparency in the terms of their 
employment. The major industries that absorb most of the migrant labour are textiles, construction, 
stone quarries and mines, brick-kilns, small-scale industry (e.g. diamond cutting, leather 
accessories), crop transplanting and harvesting, sugarcane cutting, plantations, rickshaw pulling, 
food processing including fish and prawn processing, salt panning, domestic work, security services, 
sex work, small hotels and roadside restaurants/tea shops and street vending (Deshingkar and Akter 
2009). Middlemen contracted by employers are often involved in securing migrants’ initial 
employment and continue to mediate their contact with the employer throughout their 
employment, including taking unspecified cuts from their salaries and using intimidation and 
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harassment of workers as a means to control them.  Some circular migrants may be self-employed 
selling vegetables and fruit,  running tea/food stalls or driving pedal- or auto-rickshaws (small taxis) 
and they are often beholden to local police, gangsters and urban authorities for being allowed to 
continue working, including having to pay maintenance money to these parties. 2 Given the unstable 
nature of migrant employment, labour migration is only a part of the diversification of livelihood 
strategies and keeping ‘one foot in the village’ (Deshingkar 2006) is an necessary complement to the 
anticipated success of this endeavour.   Although short-term migration may be seen as an attempt to 
move away from home, in most cases, paradoxically, it is a means to secure the ability for the family 
to stay put (Rogaly 2003).  
Scale of circular migration 
There is a gap in the data regarding short-term labour migration in India. Available data from the 
decennial Census and the quinquennial migration surveys carried out by the National Sample Survey 
Organisation (NSSO) give reasonable estimates of permanent migration but the estimates for 
circular, short-term migration are only broad approximations coupled with extrapolations from 
smaller field studies. Several commentators have discussed why the current sources of data on 
migration, namely the Census and the NSSO data, have been under-equipped to capture the true 
scale of internal migration in India, and especially short-term or circular migration. This is principally 
due to methodological constraints on the categories used in surveys, which fail to capture the 
heterogeneity contained within the phenomenon that is ‘short-term migration’ (Bhagat 2005; 
Deshingkar and Akter 2009; Srivastava 2005). For example, the 64th round of the National Sample 
Survey (NSS) did attempt to look at short-term migration: it defines short-term migrants as “those 
who had “stayed away from their village/town for a period of one month or more but for less than 6 
months in the last 365 days for employment or in search of employment” (p.93)(NSSO 2010). 
However, this classification would miss out circular migrants who stay away for longer than 6 
months, and also, since enumeration is based on the household, it would miss those households that 
migrate together for short periods.  
Keeping these limitations in mind, the NSSO estimate for short-duration labour outmigration within 
the country is 15.2 million (Srivastava 2011b). Of this 12.9 million are male migrants and 13.9 million 
are rural out-migrants. While most short-term migrants are from rural areas, more than two-third 
migrated to urban areas, predominantly more distant urban destinations. More than 45% of these 
short-term migrants were inter-state migrants (Srivastava 2011a).  
                                                          
2 More on this in Chapter 6.  
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However, other commentators argue that the available data should be extrapolated to include 
groups that are known to be repeatedly underrepresented (e.g. under-age workers, women and 
those working on a casual, unregistered basis) and in lieu of known methodological constraints in 
collecting data. They suggest that the true estimate of short-term circular migrants is more likely to 
be nearer 100 million within India: see (Deshingkar and Akter 2009). More conservative estimates 
put the figure at 40 million (Srivastava 2011a). 
Circular labour migration in Uttar Pradesh and Allahabad district 
In Uttar Pradesh, according to NSS data from 2007-08, approximately 25 families per 1000 included 
at least one male involved in short-duration out-migration (p. 97) (NSSO 2010). The migration data 
from the Census 2011 was not available to date, but according to 2001 Census data, Uttar Pradesh 
has the highest rates of net out-migration in India (-2.6 million) (GOI 2001). A study comparing out-
migration between Census years 1991-2001 found an increase of 70 per cent from UP (USAID 2009). 
Note that these figures on out-migration would include both permanent and temporary migration.  
However, this identity of Uttar Pradesh being the largest source location for out-migration seems to 
have been reaffirmed in more recent migration estimates (IIHS 2012). 
There is a significant volume of in- and out-migration from Allahabad district, however I was unable 
to locate any systematically-collected data on migration rates from Allahabad. A UNICEF mapping 
study reported in 2009 that the size of the ‘bridge population’ comprising truckers and seasonal 
migration labourers in urban Allahabad was about 15,000, while in rural areas it was 25,231 people 
(UNICEF 2009). In the context of the national figures from the Census and NSSO these numbers 
appear too low, and there seem to be issues about the reliability of the data. There are two major 
highways running through Allahabad, and an estimated 30,000 trucks pass by the district every day. 
Also, large numbers of men migrate out to places such as Delhi, Maharastra, Punjab, Jharkhand, 
Gujarat and other inter-state destinations, as well as those migrating short distances within the 
district, or within the state (Agarwal and Bhattacharya 2009; UNICEF 2009).  
 
HIV epidemiology in India 
The first case of HIV in India was diagnosed in 1986 in Tamil Nadu (Simoes et al. 1987; S. Solomon et 
al. 2004). The National AIDS Control Organisation (NACO) was formed in 1987, and although to begin 
with its purpose was primarily for surveillance of high-risk populations, it soon grew to include 
prevention and care activities all over the country. Funding from international donors such as the 
Gates Foundation and the World Bank helped in the scaling-up of the vertical programme activities, 
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with a special focus on the six states where HIV-prevalence was high compared to the rest of the 
country (Chandrasekaran et al. 2006; S. Solomon et al. 2004; WorldBank 2012).  
On the basis of data recorded at unlinked antenatal and STD clinic sentinel sites, and small-area 
studies, it is estimated that heterosexual transmission is the major route of transmission, accounting 
for 88.2% of transmission (Fig 4.2). The other routes (in decreasing order of contribution) are from 
parent-to-child transmission (5%), unknown causes (2.7%), infected needles and syringes (1.7%), 
homosexual transmission (1.5%) and blood and blood products (1.0%) (NACO 2012a).   
 
Figure 4.2 Routes of HIV transmission in India (Re-created from NACO Annual Report 2011-12) 
 
 
The latest round of the sentinel surveys (2009) estimate the current population-level prevalence of 
HIV in India to be 0.31% or 2.4 million people, of which 39% are female and 4.4% are children. The 
epidemic continues to be a concentrated epidemic, where prevalence levels are higher in ‘high-risk 
groups’ such as female sex workers, men who have sex with men and injecting drug users compared 
to the general population. Recently, there has been evidence for a decline in incidence of new HIV 
infections – NACO estimate that there has been a 56% reduction in new infections between the 
years 2000-09, with incidence rates decreasing from 270,000 to 120,000 new infections per year. 
(NACO 2012a).  
There is still a great deal of heterogeneity across different states and in different sub-populations 
and the situation is not static. There are six high-prevalence states in India, four in the south and two 
in the northeast (Figure 4.3). Incidence rates in these states are showing some signs of decline, 
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however in 2009 a few of the previously low-prevalence states, including Uttar Pradesh, showed 
increased incidence (and prevalence) rates and accounted for 41% of new infections, while the high-
prevalence states only accounted for 39% (NACO 2012a, 2012b).  
Figure 4.3 Categorisation of districts within India in terms of HIV prevalence in different groups. 
(Source: State Fact Sheets (NACO 2012)) 
 
 
 
The state of Uttar Pradesh is a low-prevalence state with the adult prevalence of 0.09%. However, it 
contributed 5% to the number of new infections in 2009 (NACO 2012b). Low prevalence states and 
union territories are further classified on the basis of their vulnerability (and future potential to 
become a high-prevalence state) by considering factors such as migration levels, health 
infrastructure and population size. According to these criteria, Uttar Pradesh is a ‘low prevalence, 
highly-vulnerable’ state (UPSACS 2009).  
Going further, from state-level classifications down to the level of the districts contained within 
them, using prevalence estimates at district sentinel sites for 3 consecutive years 2004-06, NACO 
uses a 4-point scale3 to classify all districts for prioritisation of programme activities. While Uttar 
                                                          
3  Category A: More than 1% ANC prevalence in district in any of the sites in the last 3 years. Category B: Less than 
1% ANC prevalence in all the sites during last 3 years with more than 5% prevalence in any HRG site 
(STD/FSW/MSM/IDU).  Category C: Less than 1% ANC prevalence in all sites during last 3 years with less than 5% in 
all HRG sites, with known hot spots (Migrants, truckers, large aggregation of factory workers, tourist etc). Category 
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Pradesh is a low-prevalence state, it has five high-prevalence districts dotted within it (Figure 4.4). 
Allahabad district, where the fieldwork for Chapters 6-8 was carried out, is one of them; the others 
being Banda, Etawah, Deoria and Mau (NACO 2012b; UPSACS 2009).  The HIV prevalence estimates 
for Allahabad are in the form of a set of non-standardised information made up of different 
components and drawn from various sources. They include data from: a) STI clinics involved in 
targeted interventions with female sex workers (FSW): HIV prevalence among FSW in 2006-07 was 
1.6%, compared to equivalent figures for UP of 0.8%; b) ANC prevalence among women in one block 
within Allahabad district between 2006-07 went from 1.5 to 0.5%, but was still much higher than the 
state value (0.02%); c) in ICTC registers, the cumulative seropositivity rate is = (the number testing 
positive)/(total number tested) x 100. For the period of 2002-08 this was 11.9% compared to only 
7.1% for UP state (UPSACS 2009).   
Figure 4.4 Uttar Pradesh state, showing five high-prevalence districts within it.                       
(Source: NACO State Fact Sheets 2012) 
 
This presence of high-prevalence areas embedded within large geographic regions with low levels of 
infection has been interpreted by NACO to be largely as a result of new infections being carried 
across from high-prevalence locations via ‘bridging’ populations, namely single male migrants and 
truck drivers. As a bridging population they link high-prevalence urban centres to low-prevalence 
rural areas, their own vulnerability as migrants acting as a conduit for the spread of the epidemic to 
locations that were previously HIV-free (NACO 2010, 2011) 
However, the overlap between high rural-to-urban migration and high HIV prevalence is far from 
perfect. Fig 4.4 shows that most of the five high-prevalence districts lie scattered across the state 
rather than being adjacent to each other. Although the district boundaries are useful markers for 
                                                                                                                                                                                    
D: Less than 1% ANC prevalence in all sites during last 3 years with less than 5% in all HRG sites with no known hot 
spots OR no or poor HIV data. (ANC: Ante-natal Clinic; HRG: High Risk Group; STD: Sexually Transmitted Disease; 
FSW: Female Sex Worker; MSM: Men who have Sex with Men; IDU: Injecting Drug User.) (Source: Prioritisation of 
districts for programme implementation, www.nacoonline.org, downloaded 2nd Jan 2012) 
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administrative activities, they do not denote any marked differences in the migration rates across 
different districts (neither do they match differences in the levels of public health infrastructure or 
other factors that might influence the ‘vulnerability’ of that district to HIV infection). For example, 
Azamgarh district (where the behavioural survey analysed in Chapter 3 was carried out), which also 
has levels of high-outmigration like Allahabad4, is a category C district, while Allahabad is a category 
A district. This mismatch may in some part be due to the methodological problems in implementing 
a uniform code for classifying HIV prevalence for large populations. As described earlier, the 
empirical HIV data available are essentially non-uniform and incomplete, based on unevenly-
distributed sentinel sites and records from a few testing centres and antiretroviral therapy centres. 
The problems of inconsistent and incomplete access to testing and loss-to-follow up also reduce the 
accuracy of prevalence estimates. Further, there is widespread presence of private healthcare where 
patient records may not be maintained and practice methods for HIV-suspected cases are 
inaccessible to public health policymakers. The dependence of programme planners on HIV 
prevalence data has raised concerns among some organisations about missing an opportunity to halt 
or decelerate the spread of HIV infections in other at-risk districts. Targeting only those districts 
where the data show increased HIV prevalence will exclude surrounding districts that are also 
vulnerable, given similar levels of out-migration from several of these districts to high-HIV 
prevalence destinations (USAID 2009). For example, a study of male migrants in Maharashtra found 
that migrants from UP traced their origins to 24 different districts in UP (TISS and PopulationCouncil 
2008). But as mentioned above, only five of these are classified as category A, while the rest are 
category C.  
According to the sentinel survey carried out in 2008-09, the HIV prevalence in long-distance truck 
drivers was 1.6% and in migrant workers was 2.4% (p.6) (NACO 2012a). 
Health services in India 
There has been a steady increase in health expenditure on HIV-prevention and treatment projects in 
India for the past decade.  However, it is important also to describe the healthcare background 
against which such expenditure and the setting up of these focussed projects is taking place. Despite 
new schemes to increase public funding for health since 2005, government expenditure on health 
was still only 1.2% of GDP in 2009-10 (M. G. Rao and Choudhury 2012). This low expenditure on 
public health services has several unwelcome but not unexpected consequences. Government-
funded hospitals are subsidised for the poor but apart from those situated in major cities attached to 
                                                          
4 In Saggurti, et al. (2011)  the authors quote Census 2001 figures, 15% of all adult males migrated outside the 
district, of which 75% migrated outside the state for work. 
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well-regarded medical colleges, they are poorly staffed and standards of care are much poorer than 
at many (high end) private providers.  
Most spending on health is out-of-pocket; it is estimated that out-of-pocket spending is four times 
that of public spending on health (ERC 2006; M. G. Rao and Choudhury 2012). Another source 
reports that since 1949 (after Indian independence from British Rule) the private health sector has 
grown from providing 8% of healthcare facilities to providing 93% of hospitals and 85% of doctors 
today (Khandekar 2011). 78% of total health expenditure comes from private financing accounts, 
one of the highest proportions in the world. Since less than 15% of Indians have any kind of health 
insurance (Khandekar 2011), out-of-pocket expenditure as a percentage of private expenditure on 
health is 86.4% (WorldBank 2010). High out-of-pocket expenditure can reduce access to care and 
also lead to catastrophic health expenditure that pushes millions of Indians into impoverishment 
every year (OXFAM 2013).  
 
In the public sector, health service delivery is a three-tiered system (M. G. Rao and Choudhury 2012). 
At the lowest level are ‘sub-centres’, covering populations of 3-5000 people and staffed by 
paramedics. The first point of contact with a doctor would be at the ‘primary health centres’, which 
cover about 20-30,000 people. At the block level are the ‘community health centres’ that are 
supposed to be responsible for secondary care. The higher tiers of the delivery system are the sub-
divisional and district level hospitals. While the first two tiers of the health service system are 
supposed to cover preventive care, institutional deliveries and treatment for minor ailments, the 
sub-divisional and district level hospitals are expected to be more specialised, acting as referral 
hospitals for major health conditions. However, this is not the case in in practice and the higher-level 
hospitals often deal with all aspects of health care (M. G. Rao and Choudhury 2012), usually after 
people have experienced one or more  unsuccessful visits to private providers first (Mudur 2012).  
From 2005, the Ministry for Health and Family Welfare launched a flagship scheme called the 
National Rural Health Mission (NRHM)5 in order to radically improve rural health facilities, with a 
special focus on those states with low and failing health profiles (Hussain 2011), including Uttar 
Pradesh. It was described as a “necessary architectural correction in the basic healthcare delivery 
system … to improve the availability of and access to quality health care by people, especially for 
those residing in rural areas, the poor, women and children”6 by opening new health centres, 
training and recruiting more medical staff and scaling-up drugs and equipment available at rural 
health centres (Hussain 2011). However, while there have been some definite improvements in 
                                                          
5 http://mohfw.nic.in/NRHM.htm 
6 From NRHM Mission Statement, as quoted in Hussain (2011)  p. 53  
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health indicators, the positive results are unevenly distributed across the targeted states (MOHFW 
2010) and implementing the scheme has exposed some significant barriers to its continued success. 
There have been operational problems, a lack of appreciation of social and cultural factors affecting 
social relations between people belonging to different identity groups (e.g. men versus women, 
doctors versus patients, and different political or caste groupings affecting the distribution of and 
access to resources) as well as the inappropriate use of funds (Hussain 2011; Sathyamala et al. 
2012). As was the case even before the NRHM, the level of corruption in government-funded 
projects is high at every step of the organisational structure and the funds that reach individual 
centres seldom match the amounts that were originally sanctioned (Hammer et al. 2007). In Uttar 
Pradesh, in addition to the operational and functional deficiencies listed above, this scheme was 
further compromised by incidents of serious fraud. In 2011, there were a few incidents of extreme 
violence concerning government officials competing for the embezzlement of funds intended for 
health and development programmes (EPW 2011)7.  
The lack of adequate public health services has contributed to the blossoming of a large private 
health industry (Bhat 1999; Hammer et al. 2007). India has one of the most privatised and 
unregulated health systems in the world (Hammer et al. 2007; S. Hawkes and Santhya 2002). This is 
not a homogenous industry – there are expensive private clinics and hospitals based in urban areas, 
usually in the large metropolitan cities of Delhi, Mumbai, Bangalore that match or even sometimes 
exceed the quality of services and care received at private hospitals based in developed countries8. 
The most dominant form of provider payment is a fee-for-service system which often creates 
perverse incentives (i.e. prescribing excessive tests and treatments) (Bhat 1999). On the other hand, 
there are smaller clinics in provincial cities, peri-urban towns and rural areas where cost of 
treatment is more arbitrary, often based on ability-to-pay. The practitioners providing services are 
also of variable standards, they may be trained in allopathic medicine, and use high-tech modern 
methods of hospital treatment. On the other hand, some medical providers may be trained in other 
disciplines such as homeopathy or Ayurveda, while some may be without training altogether  
(Mudur 2012). 
Thus, while NACO and its funding partners are striving to provide free prevention and treatment of 
HIV/AIDS to those at risk, it is superimposed against a background where the public still pays from 
their pockets for most other kinds of medical treatment.  
                                                          
7 For example, see news about Chief Medical Officer(s) murdered in UP http://ibnlive.in.com/news/up-cmo-
murder-cbi-seeks-3-months-to-finish-probe/195237-3.html) 
8 As reflected by the increase in opportunities for medical tourism in India in recent years: 
http://www.medicaltourismco.com/india-hospitals/medical-tourism-india.php 
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HIV services from the National AIDS Control Organisation 
International funding agencies such as the Global Fund and the Gates Foundation have provided a 
major proportion of the funds until the third phase of the National AIDS Control Programme, but 
changes in funding are underway for the fourth phase of the programme (NACP-IV). Since India has 
been classified as a middle-income country, it is mobilising 80% of its programme cost from domestic 
finances (WorldBank 2012).  
The National AIDS Control Organisation (NACO) of India provides free and confidential testing, 
counselling and treatment for HIV across the whole country via a network of integrated counselling 
and testing centres (ICTC), care and advice centres, and anti-retroviral therapy (ART) centres based 
in public sector medical centres. NACO spends the largest part of its budget (67.2% in NACP-III) 
(NACO 2012a) on prevention activities for the general populations and ‘high-risk groups’. This 
involves the dispersal of educational materials and condoms, blood safety schemes, spreading 
awareness about prevention of HIV transmission and treatment facilities through various media 
outlets. It also co-ordinates more specialised campaigns targeted at specific high-risk sub-
populations: female sex workers (FSWs), injecting drug users (IDUs), men who have sex with men 
(MSM), migrant workers and truckers. These targeted interventions or TIs are carried out through 
non-government and community-based organisations linked to NACO. They provide services such as 
behaviour change communication, condom promotion, needle exchange programmes for IDUs, 
sexually-transmitted infections (STI) care, referrals for syphilis and HIV testing and ART care to the 
populations they serve. From the latest available figures, there are 1785 TIs currently in operation 
(NACO 2012a). See Table 4.2 for the organisation of NACO services.  
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Table 4.2 Organisation of NACO services 
NACO centres Based at Services provided Patient pathways Level Number 
Integrated Counselling and 
Testing Centre (ICTC) 
Government health centre 
Private clinics  
Mobile vans 
Counselling and HIV testing 
Prevention of parent-to-
child transmission 
TB patient cross –referrals 
Volunteers 
Pregnant women in 
antenatal care 
Registered TB patients 
Medical referrals from 
public and private 
hospitals1 
Block level2 9459 
Antiretroviral Therapy 
Centre (ART Centre) 
Large district-level public hospitals, 
often attached to medical colleges 
Detailed testing (CD4 
counts, x-ray, TB testing) 
Further counselling 
Provision of antiretroviral 
drugs 
Referrals from ICTCs 
Medical referrals 
Volunteers 
Larger towns 
and cities 
342 
Link ART centres Public hospitals Provision of ARVs to stable 
patients 
From ART centre if non-
complex cases 
Low-prevalence 
districts 
685 
Community Care Centres Independently located, but linked to 
ART centre 
Providing support and care 
to people taking ARVs 
From ART centres -- 253 
Centres of Excellence Specialist clinics Specialised care including 
paediatric care 
Second-line ARV treatment  
Management of complex 
opportunistic infections 
-- -- 17 
 
                                                          
1 For example, all pre-operative patients were required to be HIV-tested at the public hospital where my fieldwork was carried out. 
2 Even below the block level in high-prevalence blocks and sub-districts. 
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ICTCs are linked up to the district-level ART centre where patients are referred if their HIV test is 
positive. Those found negative may be advised to return for another test in a few months depending 
on their risk status ascertained during the pre-test counselling. At the ART centre, after initial 
registration and testing, HIV-positive client details are maintained on a register using client ID1, 
including contact information, demographic details, history of risk behaviour and six-monthly 
medical reports. All clients are expected to visit the ART centre every three to six months depending 
on their symptoms and CD4 counts, but those on ARV treatment need to return every month to 
receive their medicines (only 1 month’s supply is given) (NACO 2007b).  
HIV services are not uniformly distributed all over the country – states and districts with higher HIV 
prevalence have greater numbers of facilities than those with low prevalence. However, it is useful 
to have a general sense of scale for the HIV services available and the sizes of the populations that 
these facilities serve. Uttar Pradesh, a low-prevalence state with a population of ~200 million people 
living across 75 districts, has 252 ICTCs, 20 ART centres, 33 link ART centres and 99 targeted 
interventions in operation (NACO 2012b). Allahabad district is a high-prevalence district within UP 
with a population of approximately 6 million people living across 20 blocks. There are 12 towns, and 
2773 villages with a population >5000 people (total >3064) (UNICEF 2009; UPSACS 2009). Allahabad 
district has 26 ICTCs (some blocks will have more than one, some may have none), just one ART 
centre in Allahabad city and four targeted interventions, all operating in urban areas. The ART centre 
in Allahabad serves Allahabad district, but also receives clients from neighbouring districts that only 
have a link ART centre (e.g. from Pratapgarh). According to a UNICEF situational analysis carried out 
in 2009, in Koraon block where part of the fieldwork was carried out, the number of households is 
34,253 and the household size in Allahabad district is slightly higher than then that of Uttar Pradesh 
state at 6.66 members per household (UNICEF 2009), which gives an estimated population size of 
228,125 people. There is only one ICTC serving that population. There are usually no HIV services at 
village level, unless that village happens to be the block centre.   
Finally, there is great variation in the services that ICTCs and ART centres can or do provide, 
depending on which district they are based in. In states such as Uttar Pradesh which fare badly on 
general healthcare provision, HIV services are similarly affected, especially in rural areas. There are 
often problems with staff shortages, poor remuneration of staff leading to high staff turnover and 
absenteeism and poor structural co-ordination (Hammer et al. 2007; Hussain 2011; Sathyamala et al. 
2012) (Personal Communication, staff at ICTCs and ART centre in Allahabad). Stigma related to HIV 
also plays a significant part in the organisation and successful running of HIV services. For example, 
                                                          
1 Persons registered with NACO services are referred to as ‘clients’ not ‘patients’ although I have used the 
terms interchangeably in this thesis.  
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the doctor at the ART centre in this study explained that the ART centre suffers from a low status 
within the hospital. This under-privileged status is manifested in the repeated attempts by senior 
officials in the medical college to have the centre closed down, and there have been efforts to create 
administrative obstacles in the supply chain for ARV drugs reaching the hospital (Pers comm, ibid).  
Some ICTCs that are based in rural areas are also allied with a ‘link worker scheme’(NACO). Link 
workers are appointed to ‘link’ people from their village to the ICTC services at block level, and if 
needed, then assist them to visit an ART centre. People working as link workers are expected to be 
resourceful and widely-known rural persons who can help to compensate for the low-levels of HIV 
knowledge among rural communities by providing HIV information, increasing their self-awareness 
about their own risk and informing them about pathways to testing and care. According to the 
strategy document regarding migrant interventions created towards the development of the 
National AIDS Control Programme-IV (NACO 2010), the link worker scheme could become one of the 
principal tools in the armature for NACO’s new, revitalised focus on targeting migrants and their 
families. The recommendations are to expand this scheme, especially in districts with high levels of 
out-migration, and generate new guidelines about ways to map migrant families and increase HIV 
awareness in rural areas.   
Currently in urban areas, there are several targeted interventions (TIs) co-ordinated by NACO’s 
state-level authorities and run by local NGOs working with high-risk groups of sex workers, MSM and 
injecting drug users. These organisations are given directives and targets from higher-level 
government authorities about dispersing information about HIV and motivating their clients to be 
tested for HIV regularly (Personal Communication, NGO workers on TIs, Allahabad). Similar projects 
already operate targeting migrant workers in high in-migration locations such Surat and Mumbai, 
but they are to be extended to include places of origin and transit locations as well (NACO 2010). 
In addition to these government-sponsored operations, there are also numerous private clinics and 
practitioners, a few of which offer HIV testing and treatment for a fee, while the majority offer a 
combination of traditional and modern therapies aimed largely at relieving symptoms. The role of 
private providers in HIV services is discussed in greater detail in Chapter 7.  
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Chapter 5: Qualitative methods and sample  
Summary 
In the last chapter I used secondary sources of data to describe the socio-demographic profile of 
Uttar Pradesh state and Allahabad district; I also provided information on patterns and scale of 
circular migration and HIV epidemiology in this region.  This chapter details the methods used during 
the fieldwork carried out in Allahabad during October 2010 – March 2011. I used focus group 
discussions and face-to-face interviews. There were two study settings – the first setting was rural-
based, at two high-outmigration villages in Koraon block, southern Allahabad district. The purpose of 
these interviews was explore the motivations, patterns and experiences of rural-to-urban circular 
migration from this region, both from the point of view of migrants themselves, as well as their 
rural-based spouses. The second study setting was clinic-based, at the antiretroviral therapy centre 
(ART centre) in Allahabad city, and two associated organisations. The purpose of these interviews 
was to explore the relationship between migration and HIV as experienced by the interview 
participants. I used a combination of thematic data analysis and framework methods to analyse the 
data.  During writing up I synthesised my own findings against existing knowledge and debate about 
related issues.  
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Introduction 
The purpose of this study is to explore the links between circular migration and HIV. As mentioned 
before, the bulk of existing literature focusses on whether, and to what extent, migration increases 
people’s risk of becoming HIV-positive, with limited empirical-based material on why this may be the 
case, and what important differences exist across varied settings. Human beliefs and behaviour are 
complex and the required motivation for making choices and acting in particular ways in particular 
circumstances can come from several sources.  
I used qualitative methods of enquiry in order to understand the nature of rural-to-urban migration 
in a micro context. I sought to explore the relationship between migration and HIV by analysing the 
experiences of people reflecting on their own past and present circumstances. Before the fieldwork, 
I had an epidemiological theoretical orientation about the potential risk of circular, rural-to-urban 
migration transporting HIV to low-prevalence locations, depending on the sexual networks existing 
in both places, but held no assumptions about the processes along the way that were needed for 
this to occur. I was interested in finding out what this risk factor – circular migration – meant, 
seeking insights from the people involved in doing it. If conducting this ‘behaviour’ put some people 
at risk of HIV but not others, it seemed logical to find out what influenced this. I therefore sought to 
develop a ‘thick description’ (Green and Thorogood 2009; Ponterotto 2006) for the observed 
phenomenon (i.e. migration is associated with HIV) and to explore the relationships within it in the 
presence of all the contingent messiness of ‘real life’ features. These features were not just present 
in the background but deliberately observed and interrogated. I also planned to question the all-too-
simple association made by standard epidemiology publications that described only a unidirectional 
and one-point (at the point of infection) association between migration and HIV – migrants became 
infected at destination and infected others on return to source locations – to uncover a more 
nuanced picture of migration and vulnerability in general, and vulnerability to HIV in particular. I also 
intended to follow on from what happens to migrants after HIV infection, to explore how the 
migration-HIV relationship develops over time and what form it takes at different biographical points 
in people’s lives.  
Much of what is written about using qualitative methods in health research starts with a defence of 
its application, where they are contrasted with quantitative methods to demonstrate their different 
theoretical and epistemological starting points and modes of enquiry. Quantitative methods are 
based on positivist approaches while qualitative methods are interpretive. Therefore, while 
quantitative methods are useful for answering questions such as ‘how much’ does an exposure 
affect an outcome, qualitative methods find out ‘what’ are the factors affecting an outcome and 
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‘how’ and ‘why’ might they do it. I believe that such anxiety over the use of different approaches in 
understanding human health and behaviour is no longer called for – quantitative and qualitative 
methods are tools to study different things. What is critical now that qualitative health research is 
being given more prominence than before is that it matches to an equivalent high standard of 
reliability and validity that quantitative methods are subject to, especially if they are to guide 
development of public health policy (Silverman 1998).   
As described in the previous chapters, while some empirical evidence for an association between 
migration and HIV is present, this masks a great deal of complexity within it. For a start, there is no 
consistent definition of migration, but also, any definition that only uses elements of actual mobility 
to explain the phenomenon of labour migration would be missing many other crucial elements that 
regulate and define its final form. These relate to people’s individual, domestic, institutional and 
structural circumstances, as well as the effects of social and economic relations existing between 
communities and the prevailing power asymmetries within society. All of these factors would 
contribute to whether and when and how and how much migration will occur.  The form that this 
migration then takes, will in turn affect the risk environment for that individual, whether they 
become HIV-infected, and what happens to them thereafter.    
Data collection methods  
Focus group discussions  
To initiate my research I first needed to find out the range of issues that were important to people 
with regard to my general study topic. Focus groups are a special kind of group interview which 
capitalises on the interaction and communication between members of the group to produce 
distinctive types of data (Kitzinger 2006). These relatively informal yet structured discussions allow 
participants to talk to each other (and to the interviewer) about a set of topics that they may not 
normally congregate to discuss. In doing so it can encourage them to articulate in their own words 
issues that concern them, to share some of their common experiences and to test out their views on 
others. On this basis, at first contact with potential study participants in each of the settings, I 
decided to conduct a focus group discussion. The discussions, anecdotes, jokes, teasing and 
disagreements that I imagined would be generated within these discussions (and were indeed) 
would give me a preview of the social norms and cultural values operating in those communities 
regarding my topics of interest (Green and Thorogood 2009; Kitzinger 2006). It would also give me a 
chance to explain my motives and interests to them, allowing them to ask me questions when they 
had ‘strength in numbers’ – I hoped that this exercise specifically would inform me for how best to 
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present myself in a non-threatening and accessible way to future participants with whom I would 
conduct one-to-one interviews.   
Sometimes the presence of so many participants can make it difficult to broach sensitive topics, 
while at other times it has the opposite effect where outspoken members of the group can help to 
break the ice for more inhibited members (Kitzinger 2006). My approach would be to start slowly by 
discussing neutral topics that are easy to discuss and then gradually build up to more sensitive issues 
if the level of interaction and response from the groups was enthusiastic and forthcoming. 
Alternatively, if the group was unreceptive to any particular subject area that I wished to learn 
about, or it appeared that heterogeneity or hierarchical social relations within the group were a 
hindrance to free discussion I would take note and save those topics for individual interviews.  
Semi-structured, in-depth interviews 
After the initial focus group discussions I planned to carry out individual interviews, which would 
form the bulk of my study data. These interviews would be carried out over the course of several 
repeat visits to the sites over the few weeks and months of my field trip. I planned to use a semi-
structured approach during my interviews. These are conducted “on the basis of a loose structure 
consisting of open-ended questions that define the areas to be explored, at least initially, and from 
which the interviewer or interviewee may diverge to pursue an idea or response in more detail” 
(p.13) (Britten 2006). Morse describes the semi-structured interview as one where “the researcher 
knows most of the questions to ask but cannot predict the answers” (p.94) (Morse and Field 1995). 
The aim of such interviews is to establish a conversational tone, where the participant is encouraged 
to answer in their own words, and to use examples and stories where possible to make their points 
clear. As I wanted the course of the data collection to be shaped to a certain degree by the reported 
experience of my study participants, and I wanted to create rich case studies that could examine a 
few particular issues relating to migration, family, HIV vulnerability and their interaction over the 
course of people’s lives in some depth, semi-structured interviews were most suitable for my needs. 
In preparation, I created topic guides that were divided into a few broad sections with open-ended 
questions in each and expected these to change form when I started to conduct the first few 
interviews. The types of questions I included were basic demographic and background questions to 
start off with followed by questions about experiences and behaviour, opinions and beliefs, feelings 
and knowledge and sensory experiences (Britten 2006).  
Fieldwork setting 
I had wanted to conduct fieldwork in either Uttar Pradesh or Delhi as I am a Hindi-speaker and 
wanted to carry out the research in my native language, without the use of interpreters. During my 
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first year, I travelled to India and met with university-based academics as well as people involved in 
public health projects in North India to explore possibilities for collaborative work. In Allahabad, 
which is also my birthplace (and where my parents still live), I met Dr K. S. Agarwal who is a senior 
project manager based at one of the city’s medical colleges. She told me about her past involvement 
in a project about migrant workers from rural Allahabad and their HIV risk. Their initial study had 
been a mapping study in Koraon, looking at the scale of rural-urban migration. This was to be 
followed with further work on HIV awareness and risk behaviour among migrant families, however 
since it was contingent on receiving further funding, which never came, it had stalled and their initial 
findings remained unpublished (Agarwal and Bhattacharya 2008). However, Dr Agarwal was able to 
provide me with valuable information about the high levels of male, circular out-migration from 
villages in Koraon. Given that Allahabad district was a relatively high HIV prevalence region (see 
Chapter 4 for more details) and given that it matched my personal cultural and linguistic background 
it seemed an ideal location to base my research on the relationship between migration and HIV. 
Early conversations with Dr Agarwal, alongside conversations with my supervisors, helped me to 
formulate my study plan and timeline for research. Dr Agarwal was also invaluable in introducing me 
to the principal staff working in HIV services, in Koraon and in Allahabad city, as well as with local 
contacts in the Koraon villages. These early visits to Koraon and the ART centre helped me to 
formulate a research plan that would be compatible and appropriate with the ground realities of the 
study area. I decided to carry out fieldwork in two separate locations:  
 In two high-outmigration villages in Koraon block – with migrant men and wives of 
migrants;  
 At the ART centre (and related centres) – with HIV-positive patients. 
Planning the field research 
Following the identification of two quite distinct study sites, rural Koraon and the ART centre in 
Allahabad city, I decided to carry out two sets of interviews: first with circular, rural-to-urban 
migrants and their partners in Koraon, where migration and not HIV, was the focus; and second, 
with HIV positive people from the ART centre who had a history of circular migration, where the 
focus would be on the interaction between migration and HIV, in the past and continuing present. 
Depending on how recruitment took place, I also considered the possibility of recruiting a 
comparable set of HIV-positive interviewees without a migrant past, who would provide a way to 
see what, if any, specific role migration played, separate to other factors affecting risk. Combining 
the two interview studies, while the migrant interviews would set the scene for understanding 
circular migration, interviewing HIV-positive people would provide a viewpoint further along the life 
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course (of an HIV positive person) of the role of circular migration, among other factors, in the 
unfolding of events that lead to HIV infection, and thereafter. I also planned to interview a set of key 
informants and gatekeepers in each of the two settings. These would be the people who could give 
me a broad overview of the situation as well as provide essential entry points for accessing my study 
subjects.  
I anticipated that interviewing migrants and their family members would give me insights into the 
motivations, processes, experiences and effects of rural-to-urban migration. I was interested in 
finding out how rural-to-urban circular migration was understood by villagers, whether as livelihood 
strategy or an exciting and fulfilling experience, a necessary rite of passage for those who are young 
and eager, or rather, a response to a desperate lack of alternatives. I wanted to understand the push 
and pull factors that drew people to choose this behaviour, and I wanted descriptions of their lived 
experience as migrant workers in urban centres, and as migrant returnees on their trips home. I was 
also interested in finding out what effect this kind of migration had on them, their families and the 
villages they came from.  
On the other hand, interviewing HIV-positive people (with and without a history of migration) would 
allow the data to be more consciously about HIV and respondents could describe how they came to 
be infected and what circumstances and factors influenced this. I expected that this group of people 
would feel less inhibited about discussing HIV since they were already infected and I was to conduct 
the interview at the ART centre, a place I imagined they would be most open about their HIV-
positive status. I had predicted these interviews to be largely about experiences of how HIV infection 
threatens different people in different ways, with some rich detail about the nature of important 
coincident factors that influenced their own vulnerability. I also hoped to compare the experiences 
of those with and without a migration past.  
Based on expectations for what I needed to find out about, I created semi-structured interview 
schedules for migrant men, wives of migrant men and various key informants and similarly for HIV-
positive people and the key informants at the ART centre and associated organisations. I discussed 
these interview schedules with my supervisors prior to departure, and when we agreed on final 
versions, I prepared translated versions of these in Hindi. I also created a short questionnaire that 
would serve as a sampling frame for recruitment of HIV-positive interviewees. I also prepared 
information sheets about the study and consent forms for participants.  
Pilot survey of HIV-positive individuals 
In early 2010, I carried out a pilot questionnaire survey on 30 HIV-positive people linked to the 
Allahabad ART centre. These structured interviews were carried out by a graduate student using a 
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questionnaire I had developed. The purpose of the pilot survey was to get an early preview of the 
range of demographic profiles of ART-centre attendees, as well as to check for the level of 
responsiveness they showed towards participation in a research study. I used a revised version of 
this same questionnaire in the recruitment of HIV-positive study subjects for the main part of the 
fieldwork.  
Interviews and focus groups conducted  
I spent 6 months from October 2010-March 2011 in Allahabad district, India carrying out the 
fieldwork. The interviews conducted have been described in the following diagram: 
Figure 5.1 Focus groups and in-depth interviews conducted during the fieldwork 
 
Key informant interviews in villages: 2 village community health workers or ASHA1s, 1 village 
unqualified (jhola chhaap) doctor, 1 village head (pradhan), 1 counsellor at the block-level ICTC, and 
1 link worker on the link worker scheme for Koraon, 1 link worker supervisor serving 3 blocks in 
Allahabad district. 
                                                          
1 ASHA stands for ‘Accredited Social Health Activist’. These village-level appointments are instituted by the 
government’s Ministry of Health and Family welfare as part of the National Rural Health Mission (NHRM).  
Village-based 
Key Informants 7 interviews 
Migrant men 
2 focus groups 
21 individual 
interviews 
Wives of migrant 
men 
3 focus groups 
9 individual 
interviews 
Clinic-based   
ART centre etc. 
Key Informants 7 interviews 
HIV-positive men 
and women 
1 focus group 
33 individual 
interviews 
20 men 
13 women 
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Key informant interviews at ART centre and related organisations: 1 chief doctor at the ART centre, 3 
outreach workers linked to ART centre, 1 counsellor at the ANP+, 2 counsellors at two city ICTCs.  
 
Interviews in Koraon 
It takes around 1.5 to 2 hours to drive from Allahabad city to Koraon. The scenery goes from 
densely-populated urban to mainly agricultural land with fields on either side, with several brick kilns 
dotted along the way. As you get closer the Koraon the landscape changes dramatically – the 
vegetation dries up and ground becomes dry and rocky. There is a lot of rock-breaking work about 
10-20 kilometres before Koraon block begins. Koraon itself is semi-arid, and has some agriculture, 
but with the lack of any local natural water sources poorer farmers heavily rely on the monsoon 
(wealthier farmers have installed tubewells). As you get into Koraon main market, one has to turn 
onto a narrow, paved road and drive for about 20 minutes with fields on both sides. There are a few 
little huts dotted along the road. And then suddenly there is a cluster of huts on the side of the road, 
with a little lane cutting into a field - this is the dirt track that takes you into Saajhi village. It takes 
another 30 minutes to get to Kurhara village from Saajhi. Once again the village is off the main road, 
and Kurhara being near the district border, the treacherous rocky track running through it eventually 
leads on to the road  to Mirzapur (neighbouring district). 
As mentioned earlier, my academic contact in India, Dr K.S. Agarwal, had previously carried out a 
health project in Koraon block, in south-east Allahabad. This had also involved carrying out a 
mapping exercise to calculate village-level estimates of the percentage of households that included 
one or more seasonal migrant member. Although the results of the migration mapping study were 
never published she was helpful in identifying my two study villages (out of a selection of five) that 
had reported high levels of out-migration (>40-50% of households): Kurhara and Saajhi.  
During the 6 months of my fieldwork, I made 25 separate day-long visits to Koraon from my base in 
Allahabad city. In the first few trips to each village, I interviewed the key informants and gate-
keepers of the two villages. Not all of these interviews provided data that I could use for my research 
but they proved vital in gaining a foothold in the villages, acquiring a basic knowledge about the set-
up of the village in terms of population estimates, family sizes, medical facilities, agricultural 
production and so on. Also, those interviews equipped me to be able to proceed to interview my 
main study subjects (migrant men and wives) with the acquiescence and broad support of locally 
influential people. After those initial ‘high-profile’ contacts had established that I brought no grant 
money, jobs or useful contacts with me their interest in my appearances faded away, and during my 
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subsequent visits I was largely left alone to get on with my research. I also made new contacts that 
were more useful in bringing me in touch with my interview participants. 
Sampling method:  
Interviews with migrant men were carried out in two batches, around two large festival seasons, 
Diwali (November) and Holi (March). During Diwali, several migrant men had returned home for a 
few days. They had also come in time for the local elections, to vote and participate in the 
campaigning and other related activities. I conducted the interviews with wives of migrants 
throughout the 6 months, but scheduled my trips during periods that avoided the busiest harvest 
and grain-processing periods.   
For recruiting migrant men, I used a combination of convenience and snowball sampling technique 
(Marshall 1996). I entrusted my local male contacts (a man who worked in the local village centre 
and had worked on Dr Agarwal’s project, and the village unqualified (jhola-chhaap) doctor) to 
identify and invite migrant men who were on visits home for the festival period, to come for 
interviews on the dates that I was visiting. These men were often not busy during the day and hung 
out with other migrant men, which helped to increase the pool of interview participants as they 
often came to be interviewed in small groups.  
For the wives of migrants, I used a purposive snowball sampling method (Marshall 1996) using the 
help of my key informants, who were the village-based community health workers called ASHAs 
(Accredited Social Health Activist). Their formal role involves visiting each household regularly to 
encourage families to participate in childhood immunisation, and attend to reproductive health 
issues such as childbirth, and therefore they had a clear knowledge of those households that 
included women whose husbands were migrants. A few days before my scheduled visits they would 
visit those households and invite these women to come for focus group discussion and individual 
interviews.   
Interview settings and method 
All individual interviews and focus group discussions were carried out within the two villages. For the 
two focus groups with men and three with women, we assembled in a public place – either at a 
village clearing, or in a room such as a community centre/school building. For the individual 
interviews, I used a room in somebody’s house, although maintaining privacy and soundproofing 
remained a problem throughout. I had a male and a female research assistant, and one or the other 
accompanied me for the early focus group discussions but I carried out the bulk of the individual 
interviews alone. Having my male colleague was especially helpful during the focus group 
discussions with men, because of his gender, as well as past experience of having worked in that 
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area (on a previous project). However, at later stages of the research, and during individual 
interviews, being on my own worked better at making respondents feel more relaxed and able to 
speak more freely.  
I used a semi-structured interview schedule during the interviews. I conducted all interviews in Hindi 
and tape-recorded them. As I became more confident in my methods to encourage people to open 
up, the schedule became more like a topic guide, an aide memoire, to glance at briefly towards the 
end of an interview to check that I had not missed any important areas of interest. Also, this 
schedule changed form a few times as it adapted to use language and phraseology that would be 
most similar to the respondents and expanded to include new topics that emerged from early, 
informal analysis of the ongoing interviews.  
Specific limitations of the rural-based study 
I did not conduct a structured survey in the study villages, and therefore my knowledge about the 
demographics of the villages was biased and incomplete (because of my reliance on information 
provided by my local contacts), and this is a potential drawback. However, there were also specific 
insoluble methodological constraints in eliciting correct information. For example, men and women 
often did not know their current ages – some interviewees asked me to note down a particular age, 
only to later on suggest that I increase or decrease it by a few years. Similarly, when I asked migrant 
men to recall when they had first migrated out of the village, they found it easier to remember that 
it had coincided with the death of a famous movie actor, or some important public event such as the 
election of a famous political candidate, rather than how old they had been at the time. Household 
occasions were also good ways of calibrating life events in temporal order; events such as births, 
marriages and deaths.  
Residences in the villages were geographically clustered along caste lines – for instance there would 
be ‘pandits’ or Brahmin castes across the fields, while the Harijan basti  or lower caste residential 
areas would extend from the neem tree to the road, and so on. My interview location within the 
village was largely determined by my local contacts, and although most of my interviews were 
physically located in the lower caste areas of the village, they did not preclude the presence of 
higher caste interviewees. The village-level contacts who organised my meetings made a special 
effort to invite participants from the full-range of caste groupings in the villages.   
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Figure 5.2 Scenes from the fieldwork in Koraon, rural Allahabad 
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A lack of privacy was however the biggest constraint in all the village-based interviews and this is 
discussed in Chapter 6 in the context of discussing sexual behaviour. Generally speaking, the houses 
in the villages were simple mud huts with low roofs and poor ventilation. There was often only one 
main room in the house, but because of the lack of electricity2 and windows, we could not shut the 
door. So on several occasions when I would be indoors interviewing someone, a clutch of young men 
would assemble just outside the entrance, alternating between talking loudly and becoming quiet 
trying to listen in to the interview. Also, there were children wandering in and out of the room, and 
once a young buffalo calf had sat in the corner mooing gently during the interview. Interviewing 
outside in a field was also problematic as it was impossible to avoid notice by curious passers-by. I 
considered carrying out interviews in the taxi, but that would make us even more conspicuous, and 
may have made interviewees feel uncomfortable.  
 
Interviews at the ART centre (and associated establishments) 
Like any government hospital in Uttar Pradesh, the grounds of the Motilal Nehru Hospital are 
crowded. Because of its subsidised admission costs the hospital mostly, though not exclusively, 
attracts the poorest sections of society. Entire families may camp within the hospital premises when 
they have a relative admitted. Aside from the specialised medical care provided by the medical staff, 
much of the day-to-day care of admitted patients is the responsibility of family members (providing 
food, buying medicines from the pharmacy, and so on). Thus, patients’ families create makeshift 
living and cooking areas, but the lack of adequate water supplies or toilet facilities for them makes 
the hospital grounds unsanitary and squalid. There are often stray dogs wandering around and 
improperly-disposed medical equipment lining the walkways and corridors. The ART centre is 
situated above the cancer department and is a set of 4 rooms at the end of a long, gloomy corridor. 
The corridor is the waiting area, with chairs lined on either side. Two of the rooms are sub-divided 
into booths separated by fibre-glass. Overall, there is a counselling area, a testing area, a doctor’s 
chamber and a counter where ARV medication is issued. Clients are required to carry a booklet that 
corresponds to their medical records at the centre. Upon arrival they present their booklet to a 
member of staff who finds their centre card and measures their weight while they wait in a queue to 
be tested, counselled or seen by the doctor, as required. 
The bulk of my interviews with HIV-positive people and professional staff involved with ART services 
took place at this ART centre. The Allahabad ART centre is also linked to a short-stay care centre (or 
                                                          
2 Many huts had electricity, but power cuts meant that sometimes they may have electricity for an hour every 
24 hours.  
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Community Care Centre) where newly diagnosed patients can stay while they await results for 
further tests and learn how to manage their condition and treatment regimen (if put on ARVs). 
Another organisation, called the Allahabad Network of Positive People is also situated in the city and 
works collaboratively with the ART centre, providing non-medical support to HIV-positive people in 
the area as well as organising awareness programmes and meetings. I interviewed staff from both 
these organisations, and interviewed a small set of HIV-positive people recruited from these 
settings. My first contact with the ART centre was with the main doctor working there. Other key 
informant/gate keeper interviews were with counsellors and outreach workers. These interviews 
were fundamental introductions to the practical workings of NACO’s HIV programme, on a micro 
level – the patient pathways, the procedural details about testing, counselling, enrolment, drug 
regimen determination and long-term management of patients (called ‘clients’ by the ART 
programme workers). During these interviews, I also elicited the staff’s general views that they had 
formed in their respective roles about the ‘usual’ profiles of their clientele, the problems they faced 
in performing their duties and the shortcomings of the healthcare delivery system. Spending 
prolonged periods of time ‘hanging around’ the ART centre waiting for potential interview subjects 
allowed me the opportunity to observe conversations between staff and patients, as well as listen to 
comments and experiences shared between themselves and me outside the formal interview 
setting. During these informal conversations sometimes people would express views and insights 
that contrasted with those they had narrated during the tape-recorded interviews. In the interviews 
they often presented a mixture of ‘officialese’ and responses that they believed to be more socially 
acceptable to researchers like myself. However, this varied greatly by personality type as well as the 
level of rapport I managed to establish with them before I decided to interview them. 
Sampling method 
I visited the ART centre on approximately 40 day trips. I also visited the associated organisations, the 
ANP+ and Community Care Centre a few times. During each visit, I carried out a short questionnaire 
survey on HIV-positive people waiting in the waiting room. The questionnaire had 32 basic questions 
about socio-economic status, education, HIV status for self and family, and migration history and 
took less than ten minutes to complete. There were no questions about risk behaviour. The initial 
intention for this survey instrument was as a selection tool, a sampling frame to recruit a purposive 
sample for the qualitative study such that there was maximum variation in participant characteristics 
(Marshall 1996) in terms of migration history, age, gender, time since HIV diagnosis and whether or 
not they were on ARV medication. This would require a systematic application of the survey on all 
HIV-positive individuals attending the ART centre each day on all my visits over a clearly-defined 
timeframe.  
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However, once I started visiting the centre a number of obstacles presented themselves to adopting 
such a systematic approach. First there was an issue regarding the over-representation of migrants. I 
surveyed 64 HIV-positive people of which 53 had a migration history either themselves (men) or via 
their spouses (women). Similarly, out of the 37 in-depth interviews I eventually conducted, only four 
respondents did not have a migration history3. Thus unlike my original plan, I was not going to be 
able to compare the experiences of migrants versus non-migrants. The other issues relate to the 
context of the interview setting and worked in concert to diminish the success of the survey as a 
sampling frame. As with all other medical departments, in the ART centre waiting room, along with 
HIV-positive patients waiting their turn there would usually be accompanying relatives and friends, 
and there was no way to distinguish between them by appearance. The stigma attached to HIV 
disease meant that people found it awkward to admit to being ‘the patient’ and not the ‘attending 
relative/friend’ when directly approached. To overcome this, I used the questionnaire survey more 
generally as a recruitment device for in-depth interviews. I would approach just one person directly 
at a time (1 to 4 people per visit), and if they were the HIV-positive patient and agreed to be 
surveyed I would read the information leaflet/consent form aloud, allowing them and other people 
within earshot to listen and get used to me. Often it would result in a few more HIV-positive 
individuals becoming interested to take part, those that I had not directly approached. Usually one 
or two people from those surveyed also consented to participate in the in-depth interview. Finally, 
although I conducted the survey in the waiting room in full hearing range of those present, I needed 
a private room for in-depth interviews. This required me to wait until mid-day or later for the private 
room4 to become available and put a constraint on the length and timing of my visits to the ART 
centre – since I could not invite people for interview until after midday it automatically excluded 
those attending before this time from becoming interview participants as I did not wish to make 
them wait after they had completed all their clinic procedures and were ready to go home. In light of 
the above description therefore, the sample was an opportunistic sample but it was moderated by 
being able to select a range of participants on the basis of age, gender, time since HIV diagnosis and 
whether or not they were on ARV medication.  
                                                          
3 There was a disproportionately high representation of migrants/wives on the ART register. Additionally, on 
some occasions ART staff would recruit potential interviewees for me, and they may have chosen migrants 
because of their knowledge about my research. The 4 non-migrant interviews were not included in the 
analysis. 
4 Usually, either the CD4 testing room or one of the counselling rooms became free after midday or 1pm. The 
pariah status of the ART centre meant that we could not access other rooms in the hospital. Also, I was advised 
by the doctors against interviewing inside my private car as many of the patients had opportunistic infections 
that were transmissible in confined spaces. 
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To recap therefore, there were 64 completed questionnaires, of which 37 people also participated in 
in-depth interviews. However, since only four respondents did not have a history of circular labour 
migration they were excluded from further analysis, making the interview sample size,  n=33.  
Interview settings and method 
I carried out the bulk of the HIV-positive interviews at the ART centre, a few (and the focus group 
discussion) at the ANP+ office, a few at the CCC (Community Care Centre) and two at the clients’ 
home. Choosing to interview on-site at these establishments during a visit they had already 
scheduled for medical reasons saved them from the inconvenience and cost of trying to meet me at 
another location and time. Furthermore, many admitted that they felt freer and safer to talk about 
their HIV at these locations than anywhere else. They would not like to draw attention by having me 
visit their homes because many had kept their HIV status at an invisible or low profile in their 
residential areas.  
As for the rural-based interviews, for the HIV-positive interviews also I used a semi-structured 
interview schedule, conducted all the interviews in Hindi and tape-recorded them. Although my 
original topic guide had included questions about the interviewees’ present circumstances, this had 
been to ‘open up’ the interview in order to guide them gradually towards talking about how they 
came to become infected. But after a few interviews it was clear that it had to be revised to cover 
the present and the future circumstances of respondents more thoroughly.  HIV had so drastically 
shaped their lives since, and continued to control their future, that they kept returning to that topic, 
and talked with much greater detail about this than their views on past risk and risk behaviours.   
Ethical procedures 
Before starting fieldwork I received ethical clearance from the Imperial College Research Ethics 
Committee as well as the Allahabad district Institutional Ethics Committee, based at the Population 
Resource and Research Centre (Society for Integrated Development and Social Reconstruction), 
Allahabad, India. As part of both applications, I prepared and presented all information sheets, 
consent forms and interview schedules in English and Hindi along with a detailed research plan.   
When I carried out the research, I read or gave out information sheets before every interview, 
informing participants about the aims of the research, what to expect from the interview and 
allowing them an opportunity to ask me questions. All interviewees had to sign a consent form 
before taking part in the interview (or survey). If they were illiterate then I took their consent orally 
in the presence of a witness, who would then sign on their behalf.  
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Data management 
All the interviews were carried out in Hindi and I carried out translated transcriptions of them 
myself. I started transcribing after the first few interviews and carried on for a few months after 
returning from fieldwork. I prepared translated transcriptions for the bulk of the interviews and 
focus group discussions of the two main study groups (HIV-positive people and rural migrant men 
and their wives), and detailed sentence-by-sentence narrative summaries for the remaining small set 
of interviews.  I also wrote narrative summaries of interviews with the key informants with particular 
sections transcribed verbatim if they conveyed something that could not be adequately summarised.  
After finishing the transcription, as per suggestions for best practice (Green and Thorogood 2009), I 
passed a random selection of my translated transcripts to another native bilingual speaker, a writer 
by profession and unconnected to my research, to back-translate into Hindi and compared these 
scripts to the corresponding sections of the recorded interviews.  
Carrying out translated transcriptions was painfully slow and time-consuming but it gave me a strong 
familiarity with the data. I translated interviews such that they did not just capture the literal 
meanings of what people said but also the contextual information carried with it, such as when 
people conveyed sarcasm or referred to particular normative concepts in relation to discussing an 
experience. In situations where the English language did not offer an equivalent vocabulary and 
when the Hindi phrase or spoken sentence was too loaded with significance and rich flavour, I kept 
the Hindi version in the transcript.  
Data analysis  
Translating and transcribing the interviews myself helped me not just to stay intimately familiar with 
the spoken words of the interview, but also imprinted on my memory the mood and context of each 
interview – how people had delivered their accounts, how they had received questions, the gaps and 
missed opportunities, as well unexpected responses. In addition, I had maintained a fieldwork diary 
where, after every interview, I made notes about aspects of the interview that would not be 
captured in the recording. I also kept track of threads emerging from interviews that I wished to 
pursue further, as well as any incipient hypotheses.  Experiences of how particular subjects or 
methods of enquiry had proved fruitless or needed to be re-fashioned in different ways were also 
noted in my records.  
I started formally analysing the data using thematic content analysis (Green and Thorogood 2009) 
using NVIVO software. Although my interview schedules had guided me to follow a general course 
during the interview, I had also encouraged respondents to discuss topics that they believed to be 
relevant. Thus when it came to analysis, I read the first few transcripts carefully, line-by-line, marking 
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on them what I felt each segment was about. I thus created a coding scheme that was partly 
informed by the interview schedules, but also included new codes that had emerged from the data. 
My PhD supervisors also coded a few transcripts (creating their own coding schemes) independently 
and I matched their coding to mine. Although there were a few unique codes that did not overlap 
between us, there was good agreement in the principal themes that had emerged from that sample 
of transcripts. I then used this extended coding scheme to code the rest of the interviews. As the 
number of coded interview transcripts grew, this would sometimes require changing or 
amalgamating certain codes and then re-visiting the already coded transcripts to re-code according 
to the new coding scheme.    
 However, once I had completed the coding for the HIV-positive people’s interviews, and wished to 
analyse particular themes, and relationships between those themes, I found it frustrating to only 
have sections of each transcript, fractured and detached from the rest of the interview.  Not having 
the greater context of each interview gave only incomplete and even misleading impressions of what 
was actually conveyed by the respondent. I found myself going back to the full transcript each time 
to locate important contextual information. I therefore moved on to use the Framework method of 
analysis (Pope et al. 2000; Ritchie and Spencer 1993; Ritchie and Lewis 2003), which allows for 
preserving the integrity of each individual interview – so that the researcher can compare across 
themes and across interviews. It also allows for the comparison and relationships between codes. I 
constructed a large table (in Word Excel) split into different sections using my thematic coding 
scheme, which allowed me to look both across each interview as well as across each coded theme, 
comparing cases.  
In using a combination of thematic analysis and Framework methods, I therefore went through the 
following sequence of stages to analyse my data: 
- Familiarisation: Full review of interview recordings, transcripts and field notes until a close 
familiarity is established with the entire set of material 
- Thematic analysis (creating the ‘framework’): Developing a coding scheme using themes 
from the initial analysis. This was organised into a table for each set of interviews.  
o For the HIV-positive interviews, the table had 5 major sections: i) family 
circumstances and past migration context; ii) life in the city/village; iii) sickness and 
journey to diagnosis; iv) current health status and family circumstances; v) outlook 
for the future.  
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o For the rural-based interviews, the table had 3 major sections: i) family 
circumstances and past migration context; ii) life in the city/village; iii) outlook for 
the future. 
-  Indexing or coding: Applying the themes of framework systematically to the text of 
interviews and notes. I used NVIVO to carry out the coding. I also used manual methods (i.e. 
a notebook) extensively when I was exploring new themes across transcripts and looking for 
patterns and overlapping concepts 
- Charting: Thematic charts were created with headings and sub-headings. Interview data was 
re-arranged by themes to provide a picture of the data as a whole, allowing a visual 
assessment both across individual cases and individual themes. Within each individual 
compartment, I used narrative summaries, with a reference for where the relevant section 
was located in the transcript, or actual short quotes.  
- Mapping and interpretation: Exploring and mapping associations between themes, 
developing structures to conceptualise the evidence, assigning meaning. 
The next stage in analysis occurred when I was writing my chapters. Organising the structure of each 
chapter made me step further back from the material and my interpretations of it so far, and 
triggered my reflection on how my research stood against a wider pool of knowledge. For instance, I 
critiqued my analysis of the interview material against other written accounts of similar kinds of 
research, the ‘grey literature’ of policy documents and government reports, as well as texts about 
the historical, cultural and political aspects relating to the migration-health context. In my analysis I 
was influenced by the methods of ‘critical social research’ whereby the “subjective testimony of 
informants… [is synthesised with]… a broader historical and structural analysis” in order to explore 
new ways of looking at phenomena (Wainwright 1997). For instance, I found academic texts in the 
sociology and economics literature about migration, and about rural-outmigration in India, and 
found them useful in grounding some of my interpretations of what I learned from interviewing 
people involved in migration behaviour. However, the relationship was not one-way in that the 
empirical research merely legitimated what was already known from social or epidemiological 
theory. Sometimes the interview data filled in gaps in what is recorded in the academic literature. I 
found that when the HIV-positive respondents reflected on their vulnerability to HIV, although 
superficially some accounts mirrored what is known from the epidemiological literature – that 
loneliness and migrant peer cultures promote risky behaviour – their descriptions about their 
employment circumstances and chronology of important life course events revealed contextual 
information that had much greater significance in explaining their eventual behaviour leading to HIV 
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infection than those (more proximal) factors found in the literature and even those interviewees had 
offered themselves.    
Validity and quality of data 
Although there is continuing debate among researchers regarding the standardisation and 
nomenclature for assessing the quality of qualitative research (Morse et al. 2002), there is 
agreement that qualitative research needs to be subject to an equivalent set of tests for validity and 
rigour as are present for quantitative analysis (Bryman 2008; Wainwright 1997).  Green and 
Thorogood suggest a checklist of features to improve the rigour of qualitative analysis (p.2119) 
(Green and Thorogood 2009). In their view, qualitative research should be:  
- transparent in recording all procedures followed;  
- it should maximise validity where evidence is provided for every interpretation made, including 
the analysis of deviant cases; enough contextual information is provided for the reader to judge 
the interpretation;  
- it should maximise reliability by analysing the entire dataset, preferably using more than one 
analyst to code independently, and to give simple frequency counts to account for the repetition 
of particular themes;    
- it should be comparative, where there is constant comparison between and within cases within 
the dataset, as well as with other studies; 
- it should be reflexive, where the role of the researcher in affecting the progress of the research, 
the outcomes of interviews and analysis is examined and accounted for. 
During my analysis, for every important new theme or hypothesis that arose I applied it to the whole 
data set, comparing across cases and making note of disconfirming cases. I then sought to account 
for disconfirming evidence by looking at other themes and interconnections between them that 
could account for the observations. Being able to visualise the data in the large tables was valuable 
in identifying the commonalities as well as the inconsistencies within and between cases. It 
encouraged me to challenge my categories and refine developing conceptualisations. When all cases 
were accounted for within the dataset according to the principal themes I went on to explore how 
those particular observations and interpretations fit with what is already known from other contexts 
and in the wider sociological and epidemiological literature. In writing up my results, I have used a 
variety of actual quotes from respondents, providing information about their background 
characteristics and context for that quote within the interview. Using quotes helps to illustrate my 
assertions, but also to give the reader a chance to interrogate my interpretation of the data.  
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Throughout my interviews I was conscious of my own positionality in the whole exercise. As an 
English-speaking, foreign-educated, middle class woman I must have influenced the research, 
despite my Indian identity and Hindi fluency. Most of the people I interviewed (save a few key 
informants) were from low-income, low education backgrounds. In the hospital setting, this 
difference was less extreme in some ways, as I became classified in the minds of some participants 
as another member of the larger ‘medical’ establishment (a few people even addressed me as 
‘doctor sahib’ despite my repeated clarifications). They found it perfectly normal that my role was to 
ask questions and theirs, to answer them as best they could. Indeed, this may have influenced their 
narrated accounts of ART services, despite my reassurances of being unconnected to the medical 
authorities, as well as about the interviews being confidential and anonymised. 
 In the rural-based interviews my visits were much more visibly noticeable simply by virtue of the 
remote location and the lack of other cars around. Also, many of my interviewees did not 
understand my status as a university student researcher who was not connected to any government 
project, local NGO, political party or recruitment agency, and in fact considered it a bit suspicious. In 
their past experience, any contact with ‘city-types’ coming to the village had usually taken one of 
those forms. In both contexts, interviewing one-to-one allowed me the chance to explain my 
position in greater detail and in my own words, the details about the research and my motivations 
for doing it. It also gave interview participants a more equal footing, at least for the duration of the 
interview. They felt enabled to not just to tell me their story in their terms, but some also followed 
up the interview with a set of questions for me about my background and personal life.  
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Chapter 6: Migration, households and risk 
Summary 
In the last two chapters I described the socio-demographic settings for where the fieldwork took 
place and the methods I used to carry out my empirical research. This chapter describes the 
experience of circular migration based on interviews with migrant men and wives of migrant men 
recruited from both rural and clinic-based settings. The purpose of this chapter is to introduce the 
context in which migration takes place in this area, to help situate how HIV risk and vulnerability 
might affect migrant families in their life course. I explore the motivations for migration and how it 
lives up to people’s expectations in practice and over time. I discuss the effects of migration on 
family organisation. I also look specifically at sexual risk behaviours of migrants at destination and on 
return trips to origin, finishing with a brief discussion of patterns of sexual partnering in source 
villages.  
In keeping with historical patterns of migration from this region of north India, migration was carried 
out by men. Some men migrated as part of established family networks; others relied on local labour 
contractors.  Some younger unmarried men migrated alone or in small friendship groups and took a 
chance on finding appropriate work and accommodation. Migrant employment ranged from semi-
skilled jobs such as taxi driving and electrical jobs to unskilled jobs requiring physical labour. Some 
migrants were self-employed running petty businesses. Migrants commonly reported hostility and 
sometimes violence from local people, although this varied depending upon migrant destination and 
the nature of their living arrangements.  Most of the migrant men in the study migrated alone, 
leaving their wives in their village-based household.  Men’s ages and membership of particular social 
groupings, as well as the physical location of migrant destination determined the opportunities for 
sexual relations. A fair amount of non-marital sexual unions also took place in the rural villages.  
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Background 
In the previous chapters I have demonstrated that the relationship between migration and HIV risk is 
variable and context-dependent, and therefore to have a clearer understanding of it in any particular 
geographic and temporal location efforts should be made first to look more closely at migration 
itself, within a localised setting. Some of the results in this chapter mirror what is broadly known 
about the circumstances of migrant workers and their families (as described in Chapter 4). However, 
concentrating on the experiences of people drawn from a single migrant source area allows for a 
more comprehensive picture of what circular labour migration truly means for people who 
undertake it or are affected by it. Moreover, expanding my enquiry to include social and sexual 
practices allowed me to examine the processes by which circular migration can create contexts of 
increased vulnerability towards HIV. 
Methods 
This chapter is based on interviews carried out in Koraon villages and at the antiretroviral therapy 
(ART) centre. In Koraon, respondents were migrant men and wives of migrant men. At the ART 
centre (and related organisations) the respondents were HIV-positive men and women with a history 
of circular migration (men were or had been migrants; women were wives of migrant men). For 
more details on interview methods and sample sizes please refer to Chapter 5. Since a large part of 
this chapter is about the experience of migrant work, it is based predominantly on responses from 
men (both village and clinic-based). However the last section (about sexual behaviour in source 
communities) includes data from the small set of village-based female interviewees. 
Results 
Being a migrant worker 
Motivations for migration 
Although the interviews with HIV-positive interviewees included questions about their migration 
history, their accounts were noticeably affected by their now positive-HIV status and were 
recounted unevenly and through HIV-tinted glasses. Information about initial motivations to migrate 
and connectedness to native place as migrants were thus more available in the village-based rather 
than the clinic-based interviews, but the patterns observed were comparable.  
The background major reason cited by most of the interviewees about their motivations to migrate 
was majboori (necessity). This necessity was comprised of several different components. The first 
issue mentioned repeatedly was the lack of continuous employment in the local rural area. 
Agriculture-based work was erratic and unreliable and even under the most favourable 
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circumstances, the work was never continuous: “Here you work for 4 days, and sit at home for 10 
days. In the end, there are no net savings”.  In Koraon, the land being semi-arid meant that farmers 
depended strongly on the monsoon, but it had failed for the last few years.  
In 2005, in response to the vulnerable situation of rural populations, the Indian government 
launched a landmark scheme that is meant to provide unskilled, manual work employment to adult 
members of every household for 100 days of the year (National Rural Employment Guarantee Act or 
‘NREGA’). However, several audit reports have concluded that although it has brought relief to some 
impoverished families it does not run as smoothly or honestly as it should (Dreze 2010; Rao 2009).  
For instance, there are problems with delivering the employment opportunities due to provider-
level corruption: the projects only run on the whim and commitment of the village officials. 
Oh the NREGA is finished for the moment. Now there is a new pradhan [village head], if he 
gets that going then, it’ll start. Otherwise, it’s not right- the pradhan and other officials do 
something for a week, and then go off somewhere else. (Village-15, migrant to Delhi) 
There are also other forms of dishonesty and corruption: for example, officials may hire workers for 
just two weeks and then use machines to finish the job. This allows for the misappropriation of 
funds: officials pocket the extra money (for the full allotted duration of the job), the workers receive 
payment for the 2 weeks they worked and are none the wiser about the exploitation they suffered. 
Further, NREGA stipulates that the workers use a hand-held plough to work in the field, instead of a 
plough pulled by oxen (presumably in order to provide maximum employment). This can be 
problematic when occupation and caste are so important in rural society. For instance, some higher 
caste respondents would not take the work, and would prefer to migrate even if that incurred 
greater disruption to family life and uncertainty in the early stages.  
With NREGA… I’ve never done work using a phawda [hand held plough]…now, my relatives 
are also around. They don’t let me go, they say, “Don’t do phawda work.” (…) They say, “It’ll 
be demeaning for us.” Like that. (…) Some of my relatives are quite prominent too. (Clinic-19, 
migrant to Delhi) 
Rural-to-urban migration is seen to be commonplace in such villages and there is a successful 
establishment of local labour contractors. These contractor networks have a well-oiled system of 
recruiting young men to specific migrant streams. They offer potential migrants a cash advance and 
arrange their travel, accommodation and employment at destination. Migrants who worked via 
contractors complained about contractors claiming up to half the salary they were entitled to, but 
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were also aware of the advantages of having someone straighten out the details of migration and 
finding employment in a new setting.   
Everybody’s started going because, people who can send you to Delhi have started staying 
here, from [name of neighbouring village]. So then everybody started running there, why 
should they stay here, there’s nothing left. Now, for the past four or five years there’s been 
drought…nothing is growing. (Village-15, migrant to Delhi) 
A significant proportion of interviewees went initially on the basis of a network of family or friends 
who were already based at migration locations. For example, men had sometimes migrated 
following their elder brother, father, or uncle who had migrated a few years earlier. These relatives 
had done the ground work of exploring and establishing a relatively secure livelihood, and then 
invited them to join them there. For those whose family had been involved in migrant work 
historically, their own transition from studying in school to migrant work had been smooth and 
entirely predictable. Often they had migrated early, before marriage, returned home to get married 
and then migrated again. Some had secured relatively well-paid jobs and habitable living 
arrangements for themselves quickly.  
For others however, this kind of migration where men followed their relatives was less common and 
the effect of peers, and local contractor operations were more dominant influences on first 
migration. When there were no historical precedents within the family, there had been more 
immediate triggers for choosing migrant work. Household crises such as medical emergencies within 
the family incurred large costs of (private) treatment1, or a particularly poor harvest precipitated an 
urgent need to raise funds. For one man, a personal dispute with the village head regarding a shift of 
his political allegiances in the recent elections led to the cancellation of his ID card that entitled his 
family to subsidised rations and local employment (Below Poverty Line (BPL) Card). When this man’s 
wife fell ill with jaundice and needed money for treatment, he was compelled to relocate her to her 
natal home, and go to Gujarat in search of work.  
These sudden spikes of financial crises can happen at any time in the life course, therefore in some 
cases it was while the migrants were still studying, and they had to abandon their education 
immediately2 and migrate for work. In others, a crisis arose later in life when suddenly, economic 
                                                          
1 There is an overwhelming preference for treatment at privately-run clinics over free/inexpensive treatment 
at government hospitals as the former are viewed as being more efficient, hygienic and personalised. See 
Chapters 4 and 7 for more on this. 
2 The education system in rural areas is such that it was possible for them to still be enrolled in school despite 
only showing up during the final exams. Paying bribes in order to get through school is fairly pedestrian in 
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arrangements that had worked thus far became inadequate, and they were compelled to change 
these in a short space of time.  
In contrast to these forms of household crisis-driven migration, some men had chosen to migrate for 
personal reasons when they were still boys (<18 years, and sometimes as young at 10-12 years old). 
They had been disaffected with school and/or fed up with restrictive family life. A specific event, 
either a punishment from an adult, or the arrival of friends returning from migration locations with 
tales of freedom and adventure, had sparked the first desire to migrate:   
I was studying in Class 5, then I left studies. The master [class teacher] started troubling me, 
he hit me and my hand swelled up, so that’s why I left it, education. And I started going 
‘baahar’ [away] (...) I found some companions from the village, so they took me with them 
and left. (...) At that time I was 10 years or 12 years old. "(Village-14, migrant to Delhi) 
 
I was first enrolled in ADC (a degree college), but then I heard about my friend visiting from 
Surat…so then when I heard, when I heard about his time there, I just left my books and 
notebooks at home and left with him. (Village-18, migrant to Surat, Gujarat state) 
 
In many of these situations where first migration was sudden, the nature of their initial employment 
on migration had been sub-optimal, and often they did not return to that exact job (but may have 
continued to be migrant workers elsewhere).  
Finally, but importantly, marriage was seen as a significant event for most of the interviewees. It was 
either the life stage that signalled the beginning of migrating for work for the now necessary 
additional income. Alternatively, for men who were already migrants, it highlighted a need to 
continue migrant work, although in some cases, migrants may stop migrating for the period 
immediately following marriage.  
There was a difference between those migrating before marriage and afterwards: those who had 
been migrants before marriage almost always had strong networks in their migration location via 
their relatives. Those who migrated after marriage may have had elder migrant brothers but more 
frequently they had found their own way into migrant work (via peers and contractors). For them, 
migration was more influenced by networks linked laterally rather than vertical ones within the 
                                                                                                                                                                                    
these settings, and so a few of the migrant men were ‘in school’ even during the time of the interviews: ‘paisa 
do, kaam khatam’ [You cough up the money, job done!] (Village-11) 
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family. This is not to say that family was not a crucial determinant of migration behaviour. The 
composition of the household remained important, for example, there were subtle differences such 
as the presence/absence of male siblings and their birth order relative to each other which 
influenced if, when and who would migrate. In the presence of older male siblings, the younger men 
had the option of remaining in the village for longer, or joining their brothers in the migrant location 
but with only a minor share of the responsibility towards sending money home, at least until they 
got married themselves (which signalled an immediate increase in their personal responsibility).  
Nature of migrant work 
Men did different kinds of jobs ranging from semi-skilled jobs (e.g. driving a truck or taxi, electrical or 
welding work) to unskilled labour in factories or for construction projects (e.g. running machines or 
overseeing other workers, being a security guard), and a few ran their own small businesses such as 
a vegetable stall or eatery. The work in cities was widely felt to be easy compared to agricultural 
work in the village. Respondents did not mind the long hours (often 12-hour shifts) or even the 
repetitiveness of the unskilled work (e.g. one man made a hundred windscreen wipers a day). The 
rewards felt from having reliable, fixed remuneration (albeit minus the cuts made by contractors) 
were intensely satisfying and often they worked overtime, as the remunerations were double or 
more. Although some men timed their visits home according to harvest season or other labour-
intensive farming activities, others discussed how they now found themselves unable to do 
agricultural work in the village. 
We can’t work in the baking sun anymore. We can’t do agricultural work, it is too difficult. 
(Focus group discussion).  
The main difference between migrant and non-migrant households that was expressed was that 
(many of) the migrant men had ‘lost’ the ability to do agricultural work. The focus groups included 
migrant and non-migrant men but all felt that migration had not resulted in any noticeable 
differences in the economic situation of migrant and non-migrant households.  
It isn’t the case that since they’ve gone away [become circular migrants] so now they’ve been 
able to build their solid house [with bricks and mortar instead of mud]. They haven’t been 
able to arrange anything like that. Just as they are eating their food, we are eating our food. 
(Focus group discussion, non-migrant respondent) 
Nevertheless, migrant work, no matter what sort, had higher status because of its association with 
increased exposure to urban culture, including urban attire and experiences (watching movies at the 
cinema, going for walks in parks and to the seaside). Migrant men enjoyed telling non-migrant 
Chapter 6: Migration, households and risk 
152 
 
compatriots about their time in their migration destination, and took care to dress well during their 
visits home.  
Wherever you get settled, you start to like it there. I like Mumbai, it’s a fashionable area. 
There are nice things to look at, nice ways to pass the time, visit the seaside.... (Village-11, 
migrant to Mumbai)  
A few of the younger, including as-yet unmarried men talked about the azaadi (freedom) they 
experienced in the city, away from the watchful eyes of village folk and punishing restrictions on 
their movement by dominant fathers. These accounts echo some of the descriptions in Alpa Shah’s 
ethnography of young Jharkhand migrant men and women going to West Bengal to work at brick 
kilns. The work itself may be difficult but that is a mere detail in the greater meaning of this 
migration held by young people, who treat it as an opportunity for freedom and adventure, and a 
welcome escape from the puritanical influences of their native communities (Shah 2006).   
For most of the study participants however, this opportunity for personal freedom and contact with 
urban life was also tinged with a clear understanding that life away from home was also a lonely 
existence:  it was enjoyable only when you were earning well and in good health. For instance, the 
universal response that all interviewees had when they fell ill was to come home for a little while 
because: “baahar kisi ka koi nahin hota” [There is nobody of your own when you are away] (a 
constant refrain by most participants). Living away from home was enjoyable and stimulating but 
only as long as you had money and were busy – either working or socialising with friends – but not 
sitting in your room on your own. 
In a foreign place, nobody belongs to you, nobody’s your brother, nobody is from your 
village, nobody has anything to do with anybody else. You just earn your money and 
consume it, that’s all. If you don’t earn anything, and fall ill, then you might even have to die 
of starvation. And the thing about health is that if one was to fall ill, even then you still need 
to eat. You can have a fever, and if you’re a bit unwell, but you still will want to eat. But you 
won’t be able to work. So that’s why there is a problem over there. (Village-16, migrant to 
Masadha district in Gujarat) 
They talked about having to become streetwise and resilient in order to survive the stresses and 
dangers of life as a migrant worker. Even when they had local contacts, the initial struggle to 
establish a livelihood gave way to a protracted longer-term struggle to stay competitive among other 
individuals similarly hustling alongside them. For those who were self-employed, for instance 
running a stall or driving a taxi, it involved keeping a low profile generally but also paying 
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maintenance money regularly to local policemen and criminal gangs and befriending similar 
powerful people who could be called upon in times of crisis.    
Over there, it’s a pretty tense existence over there, madam. Over there there is a lot of 
violence quite regularly. (…) Just this, that a straight, ordinary man cannot live there. Over 
there you have to have lots of abilities inside you. You have to have a lot of “daring”[his 
word], you have to be a bit of a thug, [in fact] you need to be involved in some violence 
yourself…you have to have all the, all kinds of abilities inside of you (Clinic-12, ex-migrant to 
Mumbai) 
The hostility shown by local people towards migrants was largely due to the widespread belief that 
migrants from North India were a threat to their jobs, because of their keenness to work longer 
hours and acceptance of working and living conditions not tolerated by themselves. Study 
participants in factory jobs reported that sometimes migrants would be hired in preference to local 
people, and locals could even be replaced if there was an influx of North Indian migrants.  
What they say is: “the ‘bhhaiya log’ (North Indian migrants, from Uttar Pradesh and Bihar) 
have arrived, they’re going to work for 12-hour shifts” (Village-2, migrant to Mumbai) 
However, this hostility from locals varied by migration destination and occupation. Looking across 
individual accounts of experiences of hostility faced at destination, including from those who lived in 
several different locations and could compare them, Mumbai (and Nasik) in Maharastra state were 
stated to be the most hostile, followed by Surat in Gujarat state. Migrants to Delhi rarely complained 
about facing hostility from locals. Also, these risks were reduced for those working within industrial 
plants, factories or even transport companies whose operation centres were self-contained, gated 
and secured units which sometimes included workers’ accommodation within company premises. 
Although any friction with local people could turn bloody quite quickly, these interactions were kept 
to a minimum by heavy regulations on workers’ movements. In contrast to this attempt at 
controlling disruptive activity (albeit via curbs on workers’ personal freedom), in Maharastra local 
politicians have been involved in actively stoking tensions between locals and migrants3, especially 
from Uttar Pradesh and Bihar in order to gain political mileage. What this means is that these 
migrants are at risk of violence not just from incidental one-off scuffles with local people, but by the 
state-sponsored mobilisation of disenchanted local youth empowered and armed to seek out and 
                                                          
3 This has to do with regionalist politics of Maharashtra state. These political parties believe migrants are 
ruining Marathi culture. For newspaper reports on violence in 2008, see: http://ibnlive.in.com/news/violence-
spreads-beyond-mumbai--migrants-vs-locals/58793-3-1.html; http://zeenews.india.com/news/nation/up-migrant-
lynched-in-mumbai_479435.html; http://articles.economictimes.indiatimes.com/2008-02-
21/news/28437797_1_construction-workers-labourers-raj-thackeray-led  
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terrorise migrant workers, in collusion with the police. Talking about his own experience of state-
endorsed violence, a young migrant from Village A recalled: 
Raj Thackeray had lost, so that’s why he’d organised a riot. Lots of violence. Whoever his 
men got hold of, they’d butcher them, they’d kill them …. So we were stuck in that place, in 
Nasik. So we all hid in the bathroom (laughs). Yes, otherwise, even before my own eyes, 
they’d killed two or three men and put them in the coal burner. (…) people from outside... 
‘Bhhaiya log’ [north Indian migrants]. (…) Normally, Marathis attack the ‘bhhaiya log’. Not 
other people. (…) Right in front of me two men were massacred and thrown into the coal 
burner. And the police didn’t come? Uh-huh, didn’t do anything. (Village-4, migrant to 
Mumbai) 
For some interviewees, there were also significant occupational risks to health – men working in 
power plants in Punjab, and those working the looms in sari factories in Gujarat talked casually 
about daily injuries (even fatalities for heavy industry workers) that occurred on site. Those who had 
worked in garment factories or chemical plants had to inhale toxic fumes for several hours a day and 
handle corrosive chemicals and products. Some employers did provide safety equipment but its 
proper and consistent use was unregulated and left up to the individual worker. Some men believed 
that the high injury rate was a factor that had driven factory employers to hire migrant workers in 
preference to local workers. Local employees had local support networks that could come together 
to disrupt production and force demands for greater rights, protection and compensation for injuries 
on site. Hiring migrants, who were often from all over the country, meant that injuries could be dealt 
with individually (medical treatment, compensation) since there were no established networks of 
men with a shared understanding of their collective circumstances, making demands for better 
provisions overall. 
Progression through migrant work 
Among those men who had a historical, familial connection to migration destination there was a 
greater diversity of employment such as taxi and company car drivers, security guards, stall/café 
owners and truck drivers. Their local connections may have resulted in them in being able to have 
more agency in determining their employment circumstances from the outset. It had given them 
early access to greater information, capital and flexibility to explore options, learn skills and navigate 
official paperwork in order to set up their own employment. In contrast, men without established 
social networks at destination locations had had to hunt for vacancies within standardised migration 
streams, usually being able to offer little more than their working bodies as investment, and having 
to accept whatever employment was available because of a lack of time and economic necessity. 
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The typical jobs they did were as unskilled or semi-skilled workers in factories, power plants and 
construction projects. 
Given their different ages and biographical stage at first migration, respondents had been migrating 
for a wide range of durations, and therefore it is difficult to generalise about the details of migration 
patterns. Broadly speaking, among those who had done migrant work for over five years, some of 
the migrant workers had stayed with the same employer at the same destination throughout. As 
expected, they had tended to move from more manual roles to supervisory or even contracting 
roles. Their dependence on contractors and other powerful people diminished as they became more 
influential themselves. Others had changed jobs and migration locations nearly every time they left 
their village: some had kept returning to the same level of job but in different locations (and had less 
agency and support). 
Like I’d go to Surat, then if I met another friend, I’d go to Gujarat with him, then meet a third 
friend and go with him to Bombay. I kept going from place to place like that. (Village-10, 
migrant to Surat and Mumbai) 
Alternatively, they had moved through different kinds of jobs until they found something suitable 
because they gained some control over their circumstances and options: 
I left Bombay, well, it’s because a few things, well happened over there, that’s why I left it. 
(…) People used to live around me from villages, from outside, so there was some fighting, 
here and there. There used to be terror-, earlier, right? It would be like, see, wherever there 
are people from UP, Allahabad, or they stay here. Over there these terrorists will surround 
you and beat you up. So that’s why I left it. I stayed there for 2 years, then I left it. Then I 
didn’t go home, I went to Rajasthan. Then from Rajasthan to Surat. In Rajasthan, I used to 
drive the vehicle. So why did you leave Rajasthan? In Rajasthan, that area wasn’t good. It 
was very dusty, and very hot. I: And then Surat? In Surat, well, the work was 12-hour shifts. I 
stayed there for 8 or 9 months as well. But over there…the work isn’t good. Over there you 
can’t function without ‘daaru’, ‘charas’, ‘ganja’ [alcohol, marijuana cannabis]. Over there if 
one doesn’t drink and dope, he becomes a patient, in Surat. (…) It’s how it happens. There is 
so much rubbish over there. In the factory. There is no cleanliness. And people become 
patients from the stink. So that’s why I left that. And over here what I have in Delhi, the work 
in Delhi is good. (…) In Delhi, I’m in the welding business. I do welding. I’ve learnt all the jobs. 
(Village-14, migrant to Delhi) 
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In the absence of unforeseen changes in family circumstances, men expected to rely on migrant 
work until they reached their late forties and early fifties at which point they expected their sons to 
start supporting them, possibly by becoming migrants themselves.  
Migration and family 
The majority of the respondents were either currently married or had been married previously. This 
is to be expected as the average age of marriage is very low in this region4, and participants had to 
be >18years to be included. In rural North Indian states, marriage may not be a single event: boys 
and girls can be wed when they are still children, but the girl stays at her parental home until the 
gauna ceremony when she finally moves into her marital home (IIPS and MacroInternational 2007). 
It is this arrival of the new bride that marks a change in the life stage of the family, and may 
stimulate a reconfiguration in livelihood strategies. The HIV+ interviewees were generally older 
because by definition, they had been old enough to have become at risk of HIV and been diagnosed 
with it; they were generally more advanced in their life courses, most also had children, some 
teenagers or even older. 
 As described in Chapter 4, family migration is more common from other parts of India (Orissa, 
Andhra Pradesh, Madhya Pradesh and Southern India), but from the states of Uttar Pradesh and 
Bihar the predominant type of seasonal migration is single male migration (de Haan 2002). This was 
reflected in the current samples as well where only a minority of men had ever taken their wives 
along with them to their migrant destinations. There was also near universal agreement among the 
men that taking wives along was inadvisable and they were better off left behind in the village at 
their marital home. In describing the migration behaviour of Bhil tribals, Mosse suggests that the 
reason for variation in whether migration is single-male or family migration may have to do with 
economic circumstances: as mentioned earlier, economically poor families may need all family 
members to work, and thus they are more likely to migrate together (Mosse et al. 2002). Others 
believe this explanation to be inadequate and suggest instead that cultural differences and the 
acceptability of women’s work were more relevant in these household decisions. Tribal women may 
be freer to work outside the home than other groups (de Haan 2002). It may also have to do with 
the difference between rural-rural migration (more husband-wife pairs migrating) compared to 
rural-urban migration (single male migration). 
In the present study, although economic considerations were cited by the participants as an 
important reason determining who migrates, it was always men who migrated and they were, in the 
                                                          
4 Although the legal age for marriage is 18 years for women and 21 years for men, more than half of women 
aged 18-29 (59.4%) and nearly half of men aged 21-29 (49.4%) married earlier than this in rural Uttar Pradesh. 
(pp-163-7) (IIPS and Macro International 2007).  
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majority of cases, unlikely to take their wives with them. Life in destination locations was more 
expensive than in the village (they had to pay for room rent, water and electricity bills) and men felt 
that taking their wives, and children if they had any, would make it financially unviable. None of the 
men (even those who did take their wives along) expected their wives to seek gainful employment, 
but rather, to stay in the room and carry out domestic tasks similar to what was expected of them in 
the village. When they migrated alone, men were free to skimp on comforts – they would share a 
room with five or six other men and restrict their consumption – something they felt would be 
impossible and undesired if they brought their families. They also felt that with their long hours at 
work they would be unable to care for their family’s commonplace needs for running a household 
successfully, such as taking responsibility for children’s education and health needs, buying 
household supplies regularly, eating meals together, and so on. 
Another major factor contributing to single-male migration was due to the division of domestic 
responsibilities between husbands and wives that is prevalent in North India (Jeffery and Jeffery 
1997). A common narrative across interviews was how marriage enabled a man to serve his parents 
better – the wife would help towards domestic and agricultural work and provide grandchildren:  
I’ve brought her for my parents, she’s looking after them. (Village-20, migrant to Delhi).  
The arrival of the wife to the conjugal home provided someone to look after ageing parents and 
hence freed men to go further afield in search of other economic opportunities.  Taking the wife 
along was therefore seen as essentially incompatible with this model of household organisation. As 
another man commented:  
I do feel like it…but I don’t feel like it. Because I have to consider the village and rural society, 
otherwise people here will say, “Look, the parents invested in getting him married, and he 
just took her and buggered off (…) so I thought to myself, my father had invested so much 
money in me, done everything, so he should be able to derive some pleasure from it. (Village-
9, migrant to Surat, Gujarat state) 
In this particular case, the presence of other male siblings offered wider possibilities. This same 
interviewee had three other brothers who were also migrants in Surat (a fourth brother stayed in 
the village with the parents). He felt that marrying a younger migrant brother could open the 
possibility of having one of the wives migrate with them in order to care for them at migrant 
destination: 
I’m thinking that I might marry off one of my brothers. After that, we’ll take one [wife] over 
there and she can cook and feed us, and one can be for father, because you need one for 
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over here as well, someone to care for mother and father. (Village-9, migrant to Surat, 
Gujarat state) 
Taking a new wife along to migration destination would also increase the chances of the man being 
able to father children. The desire to have children soon after marriage is still strong in rural Uttar 
Pradesh and the separation of husbands and wives for several months of the year can make 
achieving that difficult. From the interviews it appeared that newly-weds may stop migrating for a 
year after marriage, or return home frequently (every 2-4 months); alternatively migrating men may 
take their wife with them for a few years, in order to have children. This was the case for a few men 
in the study sample where men had lived with their wives at migration locations until the birth of a 
child or two, following which the women and children returned to the village.   
 
As mentioned in the previous section, the lack of security was offered as another reason preventing 
the possibility of migrating with wives. Security issues were twofold: in the case of migrants working 
in jobs with high risk of sustaining injury, they discussed how fights were a daily occurrence and 
when there was an injury or even sometimes death, the nexus of employer-contractor-labourers 
often imploded and turned violent. Under these circumstances, sometimes the safest option was to 
disappear, to leave for a few days – a lone migrant status permitted the anonymity that was not 
available to local employees. Having ones family present locally increased vulnerability and there 
was a chance that the trouble at work may travel to workers’ homes. 
 
However, this anonymity also manifested itself in another way, which leads to the other security 
issue that men had about bringing their wives over with them. Men believed that the city 
environment was not suitable for their wives (“maahol ganda hai  [the (social) environment is dirty]” 
village-5). A few men talked about having witnessed other men’s wives getting sexually involved 
with other men while their husbands were at work.  They feared that something similar could 
happen to them if they took their wives along. There was no one to look over them when they were 
away for 8-12 hours of the day/night, and once again when you were baahar [away, at migration 
destination] you could trust no one. One man said: 
 
It doesn’t work well to take your family ‘baahar’. It’s different leaving my wife at home here 
in village because this is my ‘vatan’ [motherland] and my family is around to see to any 
problems. But over there, things are not like that, women become ‘kharab’ [bad/corrupted] 
by going there. If it’s a good woman, then she’s just busy herself with her work, but if she’s 
not then she might start something with another man. All this happens ‘baahar’ as well. A 
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man/person’s mind becomes something else by going ‘baahar’, it gets a bit messed up. That 
is why people don’t take their family ‘baahar’, they leave them at home. (Village-19, migrant 
to Jamnagar, Punjab state) 
Men’s fears thus existed around the possibility that either the woman would get corrupted and seek 
extramarital affairs herself, or somebody may force themselves upon her while the husband is away.  
 
Uh, can I tell you in an open way?...The thing is ‘ baahar’, whoever the woman his, it could be 
you…If I take you along with me. And I go off to work...[they] know that this bastard is going 
to be at work for 12 hours. If somebody does something forceful with my wife, or even with 
you, then what can you do? Nothing. And then, what is the use of losing your ‘izzat’ 
[honour]? (Village-12, migrant to Nasik, Maharashtra state) 
Men often talked about the importance of maintaining their ‘izzat’ or honour.   
One should maintain control over one’s honour. What would be the point of taking her? 
There is nothing greater than one’s honour (Village-13, migrant to Delhi) 
Having their wives there with them long term could compromise that honour in multiple ways – they 
would not be able to save enough money, they would worry about their wives’ fidelity and, by taking 
their wives with them, they would be seen, and indeed see themselves, to be falling short of all that 
is expected (by wider society) of sons towards serving their parents.  
Frequency of returns home – intensity of contact with family/village networks 
There was much variation in the frequency and duration of visits home. Migrating men would stay 
away from their native homes for anything from two months to two years. Also, some would only 
stay back home for a fortnight or a month, while others would spend as much (or more) time back in 
the village as they had at migration location. These patterns were linked to the nature of 
employment they had at destination, their household situation (presence of male siblings, marital 
status, family networks at destination), and how involved they were with rural-based employment 
activities and politics. The ubiquitous access to mobile phones had caused a dramatic change in the 
experience of migration in the last ten years – now men could speak daily with their families. In 
increasing connectedness, mobile phones decreased the ‘separation’ despite the great physical 
distance between them.  
Yes, there is a mobile at home. And I also have a mobile. Say there’s something to be done, or 
there’s some need, so I’ll come back. For 2, 4, 10 days, and then I’ll go back. My own mind 
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feels relieved, and the other person also feels relieved, and then I go back. (Village-13, 
migrant to Delhi) 
 
Sexual cultures 
 
With migrant men, it’s natural, if you are away from your family for long periods, then it’s 
like, when he’s used to having a meal three times a day then if he doesn’t get it, he’ll eat in a 
shop. And with sexual relations it’s the same, even if he doesn’t admit it. (Male HIV+ 
counsellor at the Allahabad Network for Positive People, ANP+) 
Talking about sex was often difficult in the interview settings.  As described in the last chapter, a lack 
of privacy was the main problem for village-based interviews. Despite being physically seated away 
from others, the excitement about our presence in the village would encourage several people to 
congregate just outside the room (or under the next tree, if we were outdoors), chatting and 
eavesdropping to hear what the interview was about. Once completed, the interviewee would 
emerge smiling, and immediately start to discuss the topics we had covered with their friends, 
making the possibility of discussing sexual behaviour with anyone else even more remote. On visits 
where the interviews were held in a room with a shuttable door, I had greater success at raising the 
topic. But even in such situations, there were other inhibiting factors: for instance, I conducted one 
focus group with rural women in Kurhara village, but my contact had invited only her relatives to 
participate. It became clear very soon that familial codes of acceptable conversation subjects would 
disallow any discussion of sexual behaviour.  
Talking about sex - Sex as immoral behaviour 
Sexual behaviour was discussed with most of the clinic-based interviewees who were people living 
with HIV, often in the context of what they believed to be the source of their infection. All ART 
centre attendees had emphatically received information that there were only four transmission 
routes for HIV, summarised as: unprotected sex with an infected person, receiving an infected blood 
transfusion, sharing of infected needles and mother-to-child transmission. A few respondents had 
taken this as an opportunity to admit past risky sexual behaviour (to themselves, to the clinicians 
and sometimes to their partners), while several others had strenuously opposed the suggestion of 
sexual misconduct by themselves or their partners, and talked about how other potential sources of 
infection had been of greater significance for them (excluding mother-to-child transmission).  
Chapter 6: Migration, households and risk 
161 
 
There are some people who do tell, that I have this illness. But there are some who are too 
ashamed to tell. Because people will definitely think of the reasons, that of course you must 
have done something wrong, or your husband did something wrong, and that’s why you got 
it. (…) There are lots of methods of transmission, and people should understand that. You can 
get this illness through many routes.   (Clinic-1, wife of migrant to Mumbai). 
It was important for the woman quoted above that the non-sexual transmission routes were 
emphasised. Receiving information from clinic staff about the importance of sexual transmission 
increased their discomfort about its social connotations. One man said: 
Well, that is a fact that in today’s world, no matter what you say to anyone, but every person 
thinks the same thing, that “You are the one who did the ‘ghalat’ [wrong/bad] thing, you’re 
just not telling”.(...)Everybody says that, people from my home said so, people at the factory 
said so, people from my sasuraal [wife’s family] also said so…but then will a man have to cut 
his heart out and present it before people will believe him? (Clinic-22, migrant to Hyderabad, 
Andhra Pradesh state) 
Having an HIV infection carried grave social consequences. In the experience of HIV-positive 
respondents, the diagnosis of HIV was seen by others as proof that they were involved in 
extramarital activity. There was a tension between medical caregivers wanting to convey how 
(unprotected) sexual contact was the primary route for most HIV transmission, and the HIV-positive 
patients defending their moral integrity by emphasising other non-value-laden routes of 
transmission5, including those they did not know to be false (eating rotten food, sharing dirty toilets 
etc.). The motivation to provide patients with evidence-based information about the relative 
importance of primary transmission routes is indisputable: this kind of awareness among HIV-
infected persons usually leads to changes in behaviour (e.g. condom use, partner disclosure) where 
further transmission to others is reduced (Bunnell et al. 2006; Luchters et al. 2008). However, that 
information had the power to threaten the personal and social identities of those diagnosed and 
push them not just into the category of physically sick but also morally perverse. On reflection, once 
diagnosed this reluctance to speculate about their past sexual life is not really a public health 
concern as long as they changed their behaviour to prevent further transmission, and that seemed 
to be the case overall. The inherent association people made between HIV infection and sexual laxity 
did however make my efforts to uncover the sexual cultures of migrant workers especially 
challenging.  
                                                          
5 See Chapter 7 for more on this theme.  
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Illustrating the overall hesitancy people had about talking about sex, many respondents used 
euphemisms such as ‘bad/wrong thing or place’ (ghalat cheez/jagah) to mean any kind of premarital 
or extramarital sexual relations.  This tendency was not just restricted to HIV-positive clinic 
attendees and rural men and women but also some of the medical staff and NGO workers 
interviewed. One man used the English word ‘character’ (as in moral character) to mean unsafe 
sexual relations throughout the interview. Another man, even when he was describing how he had 
only ever had sex with his wife, and that also solely for the purpose of conception, still used the term 
‘bad place’.  
What came into my mind was just this that it must be because of some injection or 
something like that, because I’ve never gone to any ‘ghalat jagah’ [literally: ‘bad place’, 
meaning, having illicit sex]. Apart from having children, I’ve never gone to a wrong place. 
(Clinic-19, migrant to Delhi) 
Euphemisms and distancing methods such as using English terms are part of a well-described 
cultural tradition where the dominant form of verbal communication about sex and sexual 
behaviour is through the use of indirect terms and allusion (Lambert 2001), and it may have been 
exaggerated (especially by the men) because I was interviewing them, i.e., they may have toned 
down their descriptions out of respect for me as a (middle-class, educated) woman6. Generally 
speaking, people were happier to discuss the sexual behaviour of others rather than they own. They 
described those men/women who had extramarital affairs from the outset in ‘othering’ terms, such 
as being of a certain age group or from a certain geographic area or bearing a certain kind of 
personality. For the minority who discussed their personal sexual behaviour, nearly exclusively men, 
there was a subtle difference between the rural- and clinic-based interviews: while the former were 
playful accounts narrated with apparent pleasure and embellished with colourful details, the latter 
were more factual with greater retrospective analysis of the consequences of their behaviour on 
their family (i.e. the effects of HIV infection), and somewhat tinged with regret.  Most of the HIV 
positive women believed they had become infected by their husbands: some actively acknowledged 
their husbands’ extramarital sexual activities, while others merely remarked about how it was 
impossible to ever trust what men did away from their wives:  “Noone can know the state of men’s 
hearts” (Clinic-31, wife of migrant to Mumbai) or the more pejorative: “Men are basically dogs, they 
will go wherever they are led” (Clinic-27, wife of migrant to Mumbai). 
                                                          
6 See Chapter 7 for an example of where a new ART patient offended clinic staff by talking too explicitly about 
his recent sexual activities. 
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Sexual behaviour at migrant destinations 
Age and social group 
In the interview samples, men had started migrating from as young as 15 years old. As described in 
earlier sections, leaving their home had signalled a new chapter in their lives, one that would allow 
certain freedoms and exposures to a culture that they had previously only ever witnessed on 
television. Although moving to urban areas brought them into close contact with city life, this 
contact was mostly inspirational rather than inclusive; even after several years of migrant work they 
continued to live within migrant-majority ghettos and slums and worked 12-16 hour shifts in their 
jobs. The friendships they made were with others in similar circumstances.  
A colloquial term I learnt in Koraon to describe a young male migrant, one who was either 
unmarried, or recently married but migrates without his wife, was ‘chedabhai’.  Chedabhais 
migrated to earn money but did not bear the brunt of responsibility towards supporting their 
families back home. As described earlier, this was usually because of the presence of longer-
established older relatives at migration destination who took that responsibility. Although some 
respondents suggested that chedabhais felt freer to visit beer bars and/or have sexual liaisons than 
those who migrated later in life, such a distinction did not hold true in the interviews, as men from 
both groups had practiced both kinds of behaviour. Being young however did come with a greater 
interest in sexual experimentation and a camaraderie with fellow migrants based on long and 
difficult working hours, sometimes followed by pleasure-seeking via drinking, drugs and possibly sex. 
Migrants with a longer migration history may behave in similar ways but preferred (and were able) 
to live more independently. 
If young men of ages 18-25 years went to work in factories, they worked and resided in close contact 
with each other. They cooked together in their rooms and shared meals, and many consumed 
alcohol and/or took drugs7 when they had a day off. An activity that all migrant men said they did at 
migration destinations was ghooma-tehelna, which is an ambiguous and once again euphemistic 
term, similar to ‘hanging out’. This could mean going to visit the seaside or temples or public parks, 
but it could also mean engaging in sexual activity. One man described how homosexual activities 
between men were fairly common, although in his view this was just ‘timepass’ [a way to pass the 
time, when better opportunities are not available], whereas sex with a woman was seen to be the 
real deal: “…aurat ko sab main maante hain” […everybody believes (having sex with) a woman to be 
the real thing] (Clinic-28).   
                                                          
7 Interestingly, none of the respondents took injecting drugs, and some seemed unaware of them. The usual 
drugs were cannabis in various forms: ganja, bhang and smoking beedis.  
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Having a social group that indulged in recreational drinking and drug-taking8  was seen to be usually 
also conducive to having sexual intercourse with female sex workers. Some of what was said about 
the influence of friends in shaping the dominant culture of migrant men fits with Wolffers’  analysis 
of the development of a ‘migrant identity’ (Wolffers et al. 2002). Having friends who were complicit 
in these behaviours created for them a community and a culture despite the makeshift nature of 
their existence and the often heterogeneous composition (language and place of origin) of the social 
group. Their shared youth and life circumstances made it especially exciting to collectively indulge in 
certain behaviours and there was peer pressure to conform. 
"Beauty is such a thing, like a rose, it has thorns but men still take it. ... It’s because of the 
social group that people form. Nobody drinks alcohol themselves, but you will always find a 
friend/mate to ply you with alcohol." (Clinic-32, migrant to Mumbai) 
One man discussed meeting sex workers in Mumbai: 
There were some at brothels, and some on their own….There’d be two to four friends who’d 
go, we’d go off to wander around, and if we were in the mood, then this and that. That is the 
thing … if there would be 2-4 boys assembled then…if you are on your own then nothing 
happens, but if there are 2, 4, 6 people, then that’s what takes place. You eat and drink and 
then- [nod of head and tutting] (Clinic-26, migrant construction worker, various locations) 
 
Now like say madam, you are a very good person, but you are wandering around with me. 
And I’m a degenerate person. …I…drink alcohol somewhere. And I start getting you to drink 
too, a little at a time. And you also worked for 2 to 3 months, and you also make a bit of 
money. So, then you also say, “Oh come on mate, let’s go back over there. The place where 
you took me that day.” Now he’s also started …And then gradually, when he’s drunk a bit, 
then he might talk about other things, things that I do. Like I have physical relations with 
someone. I have some girlfriend, and I go to meet her. And he’ll say, “Oh mate, you have a 
girlfriend, why don’t you introduce me to her.” So then gradually his interests also change. So 
then also he’ll get corrupted. So that’s why if you have the wrong company, if you find 
yourself in the wrong company then you will become corrupted. That is a fact…All this is 
there , baahar [away, at migration destination]. (Village-7, migrant to Surat, Gujarat state) 
                                                          
8 Colloquially referred to as ‘nasha-patti’, broadly translated as: ‘getting intoxicated and having fun’. 
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However, this was not a consistent pattern across all respondents. A few men had tended to act on 
their own when they sought physical relationships, either  because of the solitary nature of their 
occupation (e.g., taxi driver), or fearing that news could travel back to their homes. Just as it was 
common for co-migrant friends to provide support for leisure activities at migration destination, 
there was a small amount of within-group moral policing that occasionally took place among men 
who migrated from the same geographical location, especially directed from older to younger 
migrants. 
In addition to the possibility that younger men might include a greater number of ‘risk takers’, there 
may also be important influences of power and social relations between new recruits and more 
experienced migrants, similar to evidence that newly-recruited adolescent truck drivers/helpers are 
sometimes forced into ‘survival sex’ with their seniors (Mishra et al. 2012) or to participate in other 
risk-taking activities in order to become socially accepted in their new milieu. The possibilities for 
sexual exploitation along channels of power were made plain in one slightly different case, where a 
migrant man had experienced a long-term physical relationship with his employer. The employer 
liked to practice anal sex with his young male employees and had taken a special liking to this 
respondent, enough to provide him with free accommodation and generous pocket money, in 
addition to his salary. In retrospect the respondent felt that this had been exploitative and his boss 
had taken advantage of his ‘naadangi’ [youthful innocence] and ‘majboori’ [here, the permanently-
indebted nature of his labour]. But during that time he had felt incredibly lucky, his boss was a 
millionaire and plied him with expensive food and drink. Moreover, in having sexual relations with 
his boss, he satisfied some of his own sexual desire without the need to spend any money on female 
prostitutes.  
I thought that this was good….Yes, at that time I felt that it was good. Whatever it is, it’s 
good. What it is, my boss, he’s like this with me, and he’s such a big boss. At that time, this is 
what I’d think. Yes….I’m equal to him, that’s what I would think. That he’s linked with me, 
and he’s such a big boss. A millionaire! What am I losing in this? At that time I felt, what 
have I got to lose? He used to take me to drink fruit juice. And whenever I wanted he’d give 
me 1000, 2000 or 4000 rupees. What could be better than this? That is what I thought. 
(Clinic-23, migrant to Delhi) 
 
Nature of employment and place of migration 
In addition to visiting sex workers, a few men who had worked in factories in Surat and Bombay had 
seen relationships develop between migrant men and local women who worked in the same 
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factories. Meetings to have sex were arranged via mobile phones, during break times. These women, 
who were either unmarried or married to local men, would solicit attention from migrants from UP 
and Bihar.  Men would sometimes take up girlfriends (or a boyfriend in one case), or second wives at 
migration destinations.  
Now, you’re working in the factory. Like say, I’m the supervisor. I actually even am a 
supervisor. So, then I’m a supervisor, and there are 50 women working under me. So some 
woman is like this, some is like that, and I take a liking to one of them. And she as well, she 
also starts liking me. So then I start a relationship with her. Just some chit-chat, and some 
romance might develop. So then- There are girls over there as well. There are some 
unmarried ones too. …There are lots who are married, but there are also some that are 
unmarried. So then that happens, like that. And then there are some Gujarati ones. Mostly, 
the Gujarati women over there, and the girls, they are married, but they like to have relations 
with ‘bhaiyya-bhai logon’ [people from UP, Bihar]. (Village-7, migrant to Surat, Gujarat state) 
Although this attraction these women felt towards North Indian migrants was described to be as a 
consequence of their hard-working nature as opposed to the job-less, drunkenness of their 
husbands/local men, two respondents mentioned how these women tended to be lower caste or 
doing dirty jobs like cleaning toilets, which suggests that there may be an element of sexual 
exploitation along hierarchical channels of power in some of these relationships. Interestingly, a 
study in Surat found that some employers would deliberately hire local women to work in factories 
to act as ‘magnets’ for keeping their workforce loyal (Gupta and Singh 2002).  
The location of migration made a big difference to the opportunity for physical relations. From all 
accounts, Mumbai was the place that allowed the greatest access to sex. Taxi drivers, construction 
and factory workers who had lived in Mumbai talked about how the presence of so many red-light 
districts gave them such exposure to commercial sex that it was difficult to resist it. In contrast, Surat 
did not have a similar abundance of commercial sex workers, and the only sex that took place would 
be among factory workers. Specific kinds of jobs provided more opportunity for sex than others. 
Those in transport work – be it driving taxis or trucks – described encountering sex workers almost 
as an occupational hazard. Taxi-drivers may even have a side business acting as brokers for female 
sex workers, providing them with clients, or transporting them back home from beer bars and other 
venues. And sometimes they would be invited to have sex.  
And the line of work driving a taxi is different. And in that, all the people from baahar, it was 
only girls travelling. I’ve never done anything giving money but when somebody gets an open 
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invitation then…26 years, 28 years, these are very bad ages, (…)… So that’s why, when a man 
is on fire when he is that age, then he is not able to think about Nirodh [condom brand], 
condoms. He just burns himself in all that. (Clinic-11, migrant to Mumbai) 
Resonating with past studies on sexual risk-taking among truck drivers (Manjunath et al. 2002; 
Mishra et al. 2012) an ex-truck driver discussed how he was initiated into this world of meeting sex 
workers when he first started. Gradually he became well-informed about certain villages along truck 
routes where women offered sex for money. The camaraderie between the boys who spent several 
days together in the truck (and in this case, even hailed from the same village) extended sometimes 
to sharing the same woman for sex.  
So let’s say, the truck is going along and somebody waves a hand…then, at that time say I 
am driving so I might do something with her in the vehicle. Or in some places, they have an 
‘adda’ [designated location to hang out, get together] (…) And when, with drivers, I’d never 
been but when I got that ‘sangat’ [membership of social group], then the drivers told me, 
“Oh all this stuff happens in that place.” (…) So if you see anything, once you get a taste for 
it, then you start to like it. So, at that time I wasn’t married, and I was healthy, everything 
was there. (…) Then there were lots of girls who tried to seduce me, so the one that….look, 
the ones that I like, the ones whose nature I liked, the ones who gave me more love, I went to 
them and ‘sat’ with them [has sex with them]. And they agreed to have sex with me for just 
50 rupees (…) It was nice room, and she came to me and touched my feet, and then after 
touching my feet she talked to me really nicely…I…I mean I felt. And at that time also I had no 
consciousness about what is and what isn’t…So we had sexual relations. There were two boys 
from my village who had gone, they also did the same thing. And…so we took turns.(Clinic-4, 
truck driver) 
Construction is one of the largest employers of migrants, and construction work is also associated 
with high-levels of sexual risk-taking and low HIV awareness (ILO 2010), but as one respondent 
noted, where the construction project was located made a big difference. Those working in power 
plants or refineries in remote, under-populated regions had very limited access to sex in any form. 
Comparing working in a city like Mumbai versus far-flung areas with no local village/town:  
Now if the food is kept there, and you’re a bit hungry, then you will eat. If it’s there then 
you’ll eat, if it’s not there, then what will you eat? (Clinic-26, migrant construction worker, 
various locations) 
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 If men lived on company premises, surveillance cameras further reinforced a certain behaviour code 
that prohibited even the consumption of alcohol and tobacco on site, and movements in and out of 
the premises were systematically recorded. One truck driver had such a camera in his truck, and had 
to park the vehicle and find another location to have sex with sex workers. Another strong 
prohibitive influence, as mentioned before, was the presence of a hostile host community and police 
force that acted particularly brutally in cases of sexual contact between migrant men and local 
women (sex worker or not). 
I do have the freedom there, but not for this. Because over there we have to conduct 
ourselves very carefully, you understand, for us ‘bhai log’ [migrants from UP and Bihar]. Over 
there, if we were to look at any girl, they first start beating us up…rioting etc. (Village-12, 
migrant to Nasik, Maharashtra state) 
 
Sexual behaviour within migrant source community 
Listening to a few women and men talk about sex in their rural communities, it seemed that 
although many external signs suggested a very restrictive social order where men and women did 
not mix freely, there was not an insignificant amount of non-marital sex taking place. 
…in the village, [laughs out] all these kinds of things, everything carries on. Some people do 
this. This isn’t anything special…what village is there where this isn’t taking place? (Clinic-26, 
migrant construction worker, various locations) 
Some men discussed how having a migrant status increased men’s confidence and desirability, 
similar to studies from Jharkhand (Dhapola et al. 2007) and Nepal (Poudel et al. 2004). Having 
worked indoors for a few months, as opposed to ploughing the field in the baking sun, meant that 
their skin was lighter, they were well-fed and wore smart city clothes.  
Although being migrant men may increase their attractiveness to rural girls on return trips, and 
being the wife of a migrant may increase their chances of taking a lover (for fun/desire or financial 
reasons), in this study sample, being part of a migrant household did not seem to confer an absolute 
distinction from non-migrant households in terms of increased sexual activity in the village. That is to 
say, a few women and men commented how it was always possible to have sexual relations with 
non-marital partners in the village if you wished, and migration did not play any substantial part in 
determining who would do so.   
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Only one woman talked fleetingly about a relationship she herself had with a boy before marriage. 
More typically, and in line with the tendency towards indirection mentioned earlier, a few wives of 
migrants talked about women they knew having sex outside marriage in their villages. These 
relationships could be within the household or across the larger kin network, or with other villagers. 
For example, one woman recalled a relationship her husband had with another female relative for 
the early years of her marriage. She had been married young, and her poor health had made the 
doctor discourage her husband to have sex with her – and so he entered into a physical relationship 
with a cousin’s wife instead (the cousin was often away). Another woman discussed how my local 
contact in the village was having an affair with the son of a high-caste family while her husband was 
a migrant in Delhi. One woman was rumoured to be involved sexually with her father-in-law despite 
the husband being around at home.  
A few respondents discussed the special bond between a woman and her husband’s younger 
brother – in fact, I was reminded by an interviewee about how in Hindu tradition younger brothers 
are expected to have a playful relationship with their older brothers wives. Numerous ethnographies 
have described this kin relationship (for instance see  (Dasgupta 1986; Lambert and Wood 2005)). In 
some cases this can extend to an assumption for them to initiate/be initiated by the older brother’s 
wife into sexual life. Migration would play a role in these situations if the husband is a migrant, 
leaving his wife behind in the care of his parents and younger brother(s).  What might occur was 
illustrated by another respondent’s account about his friend:  
…currently I have a friend who is…he comes in a year…he comes once sometime in two or 
three years. He’s from near my house, from my village. His wife is in a good position, she has 
a good diet so she’s quite good-looking, but, he, well he’s started having relations with some 
girl. So, the woman over here, she’s taken over the younger brother. (Clinic-12, migrant to 
Mumbai) 
A few men talked about how sex in the village was as available as it was in the city, it was just better 
concealed. The boom in mobile phone access and connectivity even in remote rural villages had 
made such liaisons easier to co-ordinate. Sex in the village was viewed by migrant men as a healthier 
option than in the city because the women were believed to be ‘cleaner’, and condoms were not 
used. A couple of men described how even unmarried school girls had become interested in sex and 
were easy to meet for sex:  
There are so many ‘character-less’ [his word] girls in this world. And supposing that he wants 
to, I wish to satisfy my desire, then some or the other arrangement can be made.I: But how? 
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R: It’s upto us! [laughs] Girls also, if you look, they also have some idea, if you are familiar 
with the school, if 10 to 20 girls are coming alone, and two of them, if, you see them daily. 
And if you have the wrong glance, and she as well, then it’s bound to happen. They will both 
come one day, or in two days, three days, just watch. One day they’ll say, “Let’s go”. That’s 
it. The matter will take place. That is how, this world is, I am, I’m telling you from my own 
experience [laughs]. That’s what I think. (…) It happened to me in fact, a year ago. It was a 
schoolgirl who came, she came wearing her school uniform in fact. And with her 3 other girls 
had come. And there were 3 or 4 of us. Two girls stayed on, but one ran away, she was 
younger, and she said, “I won’t do all this.” And two got it done. If I wanted then I would also 
have done it, but I didn’t do it. I knew I had HIV. (Clinic-28, migrant to Mumbai) 
One migrant man reported that the only non-marital sex he had was before he migrated. It was with 
women from rural communities where his relatives lived – he would stay with his relatives and have 
sex with local women. Getting married did not make much difference to his behaviour and 
eventually his elder brother felt fed up and summoned him to join him at his trucking job in Madhya 
Pradesh. Despite the enhanced and better-organised access to sex along truck routes, now he no 
longer wanted to participate, and ascribed this change in behaviour to the moral switch that comes 
with experiencing the love of a wife (rather than anything to do with becoming a migrant). Generally 
speaking though, marriage was not observed to be a protection against illicit sex. Men and women 
both attributed illicit sexual relations by women to be due to bad moral character or economic need, 
while by men due to the influence of peers, bad character and men’s strong sexual desires that 
cannot survive for long periods without being addressed.   As described above, the other factors that 
mattered were the migration destination, the ‘line’ of employment and one’s social group. 
Discussion 
The reasons for initial migration were various and the levels of success achieved at establishing 
themselves at migrant destination varied across respondents. However, mirroring macro-level 
assessments of circular migrant livelihoods (Deshingkar 2006; Srivastava 2011b), there was an 
overall agreement that migrant employment was insecure and contact with their natal villages was 
an essential complement for the sustainability of their dislocated existence. Men managed their 
work and family commitments by exploiting the flexibility of their employment – for example, by 
working overtime to earn extra money to remit home or by taking vacations from their jobs to visit 
home during festival or harvest seasons.  
The dominant discourse about marital fidelity in India emphasises Indian ‘traditional values’ that are 
embedded within patriarchal family norms which restrict interaction between men and women, with 
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special emphasis on the purity of women. There are gender-based double standards, where men are 
socially excused for attending to ‘men’s needs’ by participating in pre- and extra-marital sex, but 
women are expected to be sexually naïve. Evidence based on quantitative studies looking at the 
national epidemiology of HIV and the distribution of risk suggests that this is largely borne out in 
practice: a significant proportion of married men participate in HIV-relevant risk-taking (Decker et al. 
2010), but married women by and large are at risk via their husbands (Gangakhedkar et al. 1997; 
Mehta et al. 2006; Newmann et al. 2000). However, a recent study (Saggurti et al. 2011) and the 
present data suggests that in rural Uttar Pradesh there is a significant amount of extra- and pre-
marital sex occurring among both men and women. Given that rural-urban migration is taking place 
from these areas, it is therefore timely for HIV programmes to bring their focus on sexual networks 
within rural areas.   
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The samples for the present study 
Table 6.1 Distribution of employment and migrant locations of migrant men interviewed in Koraon 
(N=21). 
ID Migrant employment Migrant location Current age, when 
known (years)9 
Village A    
1 Textile factory work Surat 25  
2 Wholesale supplier Mumbai 22 or 26 
3 Textile factory work Surat 26 or 27 
4 Automobile parts factory work Mumbai 19 
5 Garment factory, Metro Mumbai, Delhi -- 
6 Printing press Bhopal 26 
7 Factory work Surat -- 
8 Mill work plus family business  Surat -- 
9 
Textile factory – contractor and 
supervisor 
Surat -- 
10 Factory work, delivery services Surat, Mumbai -- 
11 Auto driver Mumbai 21 
12 Telecommunications factory work Nasik 18 
Village B    
13 Delhi Metro supply work Delhi -- 
14 Welding work Delhi -- 
15 Delhi Metro supply work Delhi 35 
16 
Factory work - operator Masadha district, 
Gujarat 
30 
17 Mechanic, conduction plant Bhatinda, Punjab 35 
18 Auto driver Surat 35 
19 Contractor, power plant Jamnagar, Punjab 43 
20 Metro supply work Delhi 23 
21 Electrician, power plant Jamnagar 30 
    
    
 
Table 6.2 Distribution of employment and migrant locations of HIV-positive men interviewed at 
the ART centre (N=20)10. 
ID Migrant work Migration location Current age, if 
known (years) 
Int 4 Truck driver Various 32 
Int 5 Thela (small stall) owner Mumbai 45 
Int 6 Truck driver Madhya Pradesh (plus 
travel) 
45 
Int 7 Truck driver Surat (plus travel) 28 
Int 11 Taxi driver Mumbai 38 
                                                          
9 See Chapter 5 for reliability in reporting of current age in rural areas.  
10 Only male HIV-positive interviewees listed because wives/widows of migrants (N=13) only had very limited 
knowledge about their husband’s migration details. 
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Int 12 Owner of eatery Mumbai 30 
Int 15 Security guard Mumbai 43 
Int 17 Truck and private car 
driver 
Nagpur, Mumbai, Pune 38 
Int 18 Auto driver Mumbai 43 
Int 19 Thela (small shop) owner Delhi 36 
Int 20 Office work in factory Phoolpur, Allahabad 40 
Int 22 Factory work - supervisor Hyderabad 36 
Int 23 Making automobile parts Delhi 33 
Int 25 Factory work Surat 35 
Int 26 Construction welding Various 47 
Int 28 Company car driver Mumbai 31 
Int 29 Carpet factory worker Panipat 25 
Int 30 Watchman and auto 
driver 
Mumbai 39 
Int 32 Factory work – 
supervisor 
Mumbai 40 
Int 36 Garment factory Mumbai 30 
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Chapter 7: Migrant journeys – complex routes into HIV care  
Summary 
In the previous chapter I described the motivations for labour migration, the ways in which it affects 
and is affected by household formation and dependency arrangements and the working and living 
environments of migrant men and their families at destination and at source. It also provides 
support for the view that migration creates specific HIV risk environments for migrants and their 
partners. Against this backdrop, I was interested in finding out how HIV infection is experienced in 
the lives of migrant families. This chapter describes pathways to HIV diagnosis and access to care for 
migrant workers and their partners. It is based on interviews with key informants providing HIV 
services, and HIV-positive patients interviewed at the Allahabad ART centre and associated 
organisations. Staff from testing and treatment clinics reported that their patients tended to belong 
to lower socio-economic sections of society, and were most commonly referrals from other medical 
departments or clinics (public or private) or from local NGOs running targeted interventions. Some 
patients were in advanced stages of infection at first registration, having received symptomatic 
treatments from a variety of health providers.    
The high levels of job insecurity and lack of entitlement to sick pay in migrant work meant that most 
men had carried on working until they became incapacitated by HIV-related morbidity. During this 
period of deteriorating health they exhausted their savings on private treatments, which were often 
based on symptom management. A medical or financial emergency precipitated a visit to a public 
hospital where they were linked to HIV testing facilities. Wives of migrants had generally been 
diagnosed following the diagnosis or death of their husband. Access to testing and treatment was 
mediated via their husband and/or other family members. For some women, a delay in disclosure of 
husband’s HIV status led to delays in their own testing. For others, there was no delay, with better 
prognoses.  
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Factors affecting HIV testing uptake 
Voluntary uptake of HIV testing remains remarkably low in most parts of the world regardless of the 
levels of HIV awareness and prevalence of HIV infections. In sub-Saharan Africa, less than 40 per cent 
of PLHAs are aware of their status. This has been attributed, to some extent, to the failure to adapt 
HIV services to local, cultural settings, so that even in the presence of HIV facilities, those who need 
help are unable to access them (WHO 2010). However, even in a developed country such as the UK, 
it is estimated that 26 per cent of PLHAs are unaware of their status (HPA 2010).  In India, only 
around 10 to 20 per cent of HIV-infected people know they are infected (Steinbrook 2007), an 
estimated 25-30 per cent of those diagnosed HIV-positive at integrated counselling and testing 
centres (ICTCs) are not accessing antiretroviral therapy (ART) centres and nearly 20 per cent of those 
who do reach an ART centre are in very late stages with CD4 levels <50 cells/µL at registration (NACO 
2012a). 
Research looking at patterns of HIV testing uptake suggests that in the presence of well-promoted 
and accessible counselling and testing services, gender, education, socio-economic status, self-
perceived risk and knowledge all play important roles. Other major influences are larger, societal-
level factors such as stigma associated with the disease and the social consequences of being 
diagnosed as HIV-positive. In fact, the way that particular societies are organised affects the relative 
importance of each factor in influencing health-seeking in general, not just with regard to HIV. For 
instance, studies from India have found a consistent pattern whereby men seek testing as a 
response to the development of symptoms or reflecting on their past risky behaviour, whereas 
women test following the discovery of their husbands’ HIV-positive status (Dandona et al. 2009; 
Joseph et al. 2010; S. Solomon et al. 2006; Vajpayee et al. 2009). This kind of pattern has as much to 
do with the epidemiology of the disease in India – the non-uniform way in which the epidemic 
threatens different sub-populations – as with the distribution of power and autonomy between 
different genders and generations within Indian households (Bloom et al. 2001). In other words, 
many married Indian men are empowered to respond to their symptomatology or fears about the 
consequences of their risky sexual behaviour (by seeking medical tests) because they have greater 
access to, and participation in, public space, which many married Indian women do not. Married 
women are also largely unaware of their own risk, despite accumulated evidence that marriage is 
the biggest risk factor in monogamous married women in India (Gangakhedkar et al. 1997; Mehta et 
al. 2006; Ramasubban 1998) .  
Thus, each factor contributing to the uptake of HIV testing and treatment varies in the relative 
influence they have depending on the particular context. In a study in Manicaland, Zimbabwe, 
awareness of HIV and knowledge of services were stronger predictors of testing than self-perceived 
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risk in men based on their past sexual behaviour (Sherr et al. 2007). In contrast, in a study in Uganda 
men’s knowledge about HIV services and their perceived personal HIV risk was strongly countered 
by a fatalistic approach to the possibility of being HIV-positive, preventing test uptake (Bwambale et 
al. 2008).  Even a desire to test may not always translate into actual testing, as was found in a 
Tanzanian study, where the fear of stigma and discrimination if tested and found to be HIV-positive, 
was an active deterrent to testing (Wringe et al. 2008). These fears can be deep and enduring, and 
may persist despite a change in personal circumstances and increased availability of information and 
support. Women migrants from sub-Saharan Africa in Belgium continued to talk about the social 
rejection that others had faced following an HIV-positive diagnosis – for that reason, and because 
ART was only a prolonged treatment rather than a cure (“eventually you will die”), they preferred 
not to know whether or not they were HIV-positive (Manirankunda et al. 2009).  
Migrant workers in India – a target group for HIV prevention 
As described in previous chapters, migrant workers are one of the target groups for the National 
AIDS Control Programme (NACP), and prevention campaigns are being reinforced for migrant 
workers and their families at source, during transit and at migration destinations. In order to 
understand how to successfully target this particular vulnerable group with the current programme 
of prevention and treatment services, it is important to explore how the current systems are 
working in practice, as experienced by both the providers of HIV services and migrant workers and 
their partners. The aim of this chapter is to describe how several structural, social and individual 
level factors combine in shaping the journeys into care for migrant families with HIV in northern 
India.  
Methods 
This chapter is based on observations and interviews with nine key informants and 33 HIV-positive 
patients (20 men and 13 women) in Allahabad district. The key informants were a selection of 
people providing different services at HIV testing and treatment centres, and related organisations. 
HIV-positive patients with a history of circular labour migration (men were migrants, women were 
wives of migrants) were recruited from the district-level antiretroviral therapy (ART) centre. 
Diversity in the sample was sought along the lines of gender, age, time since diagnosis and whether 
or not they were on antiretroviral (ARV) treatment. For more detail on methods please refer to 
Chapter 5. 
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Results 
Key informant interviews 
Profile of key informants 
The key informants interviewed included a doctor and outreach workers from the Allahabad district 
ART centre, counsellors providing pre- and post-test counselling from three ICTCs and the local HIV-
positive people’s network, and two employees from a local non-governmental organisation (NGO) 
working on HIV prevention projects.  
Nature of patient load 
Respondents described the people coming in to be tested as being between the ages of 20-35 years. 
The user profile of these free HIV public facilities was described as being heavily skewed towards the 
lower socioeconomic sections of society (manual labourers, petty shopkeepers, migrant workers and 
truck drivers). I was advised that people who could pay privately for HIV tests and ART usually did 
not use these facilities so their experiences would not be captured in these settings.  
Between 50 to 75 per cent of the patients coming in for an HIV test had been referred by doctors 
from other medical departments within the local public hospital network as part of screening (e.g. all 
pre-operative and antenatal patients were expected to have an HIV test) or as part of ongoing 
medical investigations. Some had been referred by local NGOs who target specific HIV-vulnerable 
populations such as sex workers, men who have sex with men (MSM) and injecting drug users 
(IDUs). The remainder of the patients tended to seek testing voluntarily, many arriving in poor 
physical condition at first presentation.  
Problems encountered in providing services 
Providers lamented the role of unqualified and unscrupulous private doctors, who practise Western 
biomedicine or other non-Western medical traditions, but have scant knowledge about HIV, in 
contributing to delays in diagnosis. It was believed that some private clinicians knew patients to be 
HIV-positive but deliberately kept them ignorant of the free HIV services available until they could no 
longer afford to pay their fees.  
…I know those doctors, I won’t name any names to you, but I know the clinics in Allahabad 
who do this….They keep patients coming back to them for tests and even for treatments… 
only when they’ve taken as much money as they can from them, in the end, they’ll inform 
them about SRN [the public hospital where the ART centre is based] (Outreach worker, ART 
centre and ANP+) 
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Apart from the referral patients, most people only arrived at the testing and treatment services after 
a prolonged period of being ill, having had several rounds of assorted treatments for relieving 
physical symptoms. It meant their clinical profiles were poor on arrival and the resources required 
per patient were high from the outset, for the providers as well as the patients themselves1.The 
roles of outreach workers, counsellors and doctors were felt by them to be stretched beyond 
providing medical advice and reassurance on managing an HIV infection; they also found themselves 
spending some time2 countering the misconceptions and beliefs that people had acquired in the 
course of seeking treatment from disparate sources prior to registration. For some patients, this 
carried on even later as patients continued to access alternative, non-ARV-based therapies, which 
sometimes contested Western-medicine-based explanations of the disease. On witnessing some of 
the counselling sessions at the ART centre, it became apparent that there was a tendency of the staff 
to deliver didactic instructions, without attempting to understand and work with different beliefs to 
encourage questioning and understanding.  
The staff reported that there were significant losses to follow-up where people testing positive at 
ICTCs did not reach the ART centre. For the rural situation, a lack of money was cited as a major 
deterrent. Although the tests and ARV medicines were free, people were unable to afford to travel 
to Allahabad city and pay for non-ARV drugs and x-rays required to complete the process of 
registration. Some ICTC staff reported cases of asymptomatic migrant worker men who had tested 
positive but were then lost to follow-up, presumably because they had returned to their migration 
locations. The other reason mentioned was the lack of designated staff at ICTCs to ensure that HIV-
positive people were successfully linked to the ART centre. Such a post had existed previously but 
was subsequently dissolved.    
In addition to instructions about taking medicines, preventing further onward transmission and 
patient safety, new and regular patients were also counselled to eat healthy meals at regular 
intervals, rest often and to keep a “happy outlook on life” in order to have the best outcomes of ARV 
treatment. However, counsellors and doctors admitted feeling insincere and uncomfortable giving 
such advice when confronted with some patients’ visibly poor nutritional status and impoverished 
circumstances. Poverty and illiteracy were regarded by all providers to be the most significant factor 
                                                          
1 For example, provider costs: more medical tests and procedures related to complications, longer counselling 
times, repeated clinical visits; and costs for patients: purchase of additional non-ARV medicines for treatment 
of co-infections, increased travel costs for repeat visits, potential hospitalisation fees, and associated loss of 
earnings if still employed.  
2 Staff time was in short supply: the daily traffic at the ART centre was >100 patients per day, a cumulative 
figure that included new registrations, regular attendees and returning defaulters. Patients are seen from 
approx. 9am until 2pm, after which the staff carry out data management tasks.  
Chapter 7: Migrant journeys – complex routes into HIV care 
 179 
shaping patients’ convoluted journeys to accessing HIV treatment services, and continued 
vulnerability after starting ARV treatment.   
Gender biases 
Key informants described the impact of gender on routes to testing. Since HIV testing was a part of 
the package for antenatal hospital visits it helped to inflate the number of women accessing HIV 
services, as did referrals by sex worker NGOs. However, service providers believed that women were 
still under-represented in the ICTC and ART registers. They believed that despite HIV-indicative 
symptoms appearing earlier in women than men, and women’s greater vulnerability to HIV due to 
greater prevalence of untreated STIs (see also (Saggurti and Malviya 2009)) they came in later, or not 
at all, and their CD4 counts were lower than men on first registration at the ART centre. In their 
experience from counselling female attendees, any problems with women’s health and especially 
sexual health, was first dealt with at home using home remedies under the guidance of other female 
members in the marital home. Women’s dependence on men to be taken to a doctor increased the 
delay in seeking medical care. Informants felt that the wives of migrants were especially susceptible 
to this situation as their husbands were away for much of the time. The delay to married women 
accessing HIV services was further exacerbated by some HIV-positive husbands’ reluctance to 
disclose their status and bring their wives to be tested. Clinicians felt responsible for making such 
men tell their wives, and had sometimes used threats and deceit3 to persuade them to bring them in 
for a test.  
The personal attitudes of key informants were also likely to have an impact on routes to testing, and 
the delivery of services. For example, female referrals by sex worker NGOs were sometimes self-
identified female sex workers who had been approached by staff and agreed to being tested. There 
were also some women who had been identified as ‘potential’ female sex workers by NGO staff. This 
identification was based on reports on their observed behaviour, which was deemed to be soliciting 
men for sex, or simply low socioeconomic status.  
The activities of such people are completely different (…) Their make-up, the clothes they 
wear, the way they stand. Or let’s say, all those places where we don’t want to stand at, say 
at the paan shop or the tea shop. People from normal households, or like us, will not want to 
stand in these places, we don’t like to do that, because we know that all kinds of people 
come to these places. (…) Or, you can say, people from lower, absolutely, um- (…) Yes, those 
                                                          
3 Such as a threat to withdraw treatment, or promising the man that they would conduct a blood test of the 
wife and children on some pretext other than HIV. 
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doing physical labour work, like under the Jamuna [local river] bridge. (NGO worker from 
Allahabad city) 
In rural Koraon, a link worker explained that her discovery of some of the local sex workers was 
based on reports from village members that particular women whose husbands were away had been 
seen receiving strange men into their homes after dark. Another informant talked about having 
‘spies’ in the area who report back to them about any observed risky behaviour. Once identified, the 
NGO or link worker would then approach these women privately and try to motivate them to be 
tested for HIV. It was unclear however how successful they were at getting these women to test. 
Fear and stigma 
Key informants felt that people with prior information about HIV before testing displayed a greater 
fear of a positive result than those who did not – the latter tended to take an HIV-positive diagnosis 
in the same way as a diagnosis of typhoid or malaria. In contrast, many of those with prior 
information had only heard of AIDS as a ‘killer disease’ and were not aware of ARV treatment. They 
thought it was as contagious as TB, and the fact that many people recently diagnosed with HIV did 
indeed have TB or other contagious fungal diseases as co-morbidities reinforced those fears. Staff 
made substantial efforts to dispel these notions. Many of the staff were HIV-positive themselves, 
and used their own example to illustrate the possibility of living a full and meaningful life while being 
HIV-positive.   
All the staff I interviewed were keen to demonstrate their own neutrality on the moral subtexts of 
having an HIV infection. However, when they described the ‘source of the infection’ among their 
patients, their language invariably turned to euphemistic expressions about immoral or wrong 
behaviour, blame and culpability. This doctor describes how he is able to ‘catch people out’ by 
asking indirect questions:  
Most of them want to show their innocence…so you have to ask them questions in a 
roundabout way, then they get ‘entangled’, they get caught…You just have to ask them 
obliquely. Suppose, a man says, “No sir, I’ve never had sex anywhere, I’ve never gone to 
anyone other than my wife.”  So then I’ll ask: “You were in Bombay?” [The patient replies] 
“Yes, I was”. So you’ve got the first piece of evidence, right. So now for the second part of the 
evidence: “How often would you return home from Bombay?”, [he says] “Sir, I’d come every 
8 months to a year.” [and I say] “And what about your other friends, who have also got this 
disease?”. [He says] “Yes, sir, one or two do have it, they also have AIDS”. That’s it… you 
don’t need to enquire any further…(Doctor at the ART centre) 
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It is possible that such talk may also take place when interacting with patients, and may act as a 
barrier to testing or in continuing to seek ARV treatment. A few key informants also displayed 
uneasiness about discussing sexual behaviour with patients. For example, one staff member at the 
ART centre complained about a particular patient who came in to be tested: during the pre-test 
counselling he provided a detailed account of the actual sexual act that might have put him at risk of 
infection. This was considered by the staff member to be ‘shameless behaviour’, and utterly 
disrespectful towards the young, married female counsellor on duty that day.   
Staff also described how prevention messages seemed to inhibit some people from testing because 
of stigma and the possibility that the test reveals infidelity. The social stigma carried by HIV infection 
was discussed by all respondents, and this is where communication became more problematic. A 
theme they kept repeating was how although the main message in official HIV prevention 
programmes was to simply communicate that HIV infection is linked to sexual behaviour, the way 
that it was inevitably interpreted by patients was that HIV is associated with negatively-valorised 
behaviour such as infidelity and promiscuity. Service providers believed this was hampering early 
diagnosis and treatment. People were delaying testing and treatment because of a fear of its social 
connotations, and the lack of serious symptoms early on permitted them to do so. The counsellors 
and NGO workers themselves appeared to be affected by these social norms as is apparent in this 
quote from a counsellor:   
Now, well, you can even take me as an example. What can you say about me? That I’m a 
really upstanding/dignified citizen [hum bahut shareef hain?]. It’s only from a test that we 
can find out to what extent I’m dignified (ICTC counsellor, laughing and looking around to 
others) 
Interviews with PLHAs 
Profile of respondents: 
I interviewed 20 men and 13 women between the ages of 25-50 years. All participants were either 
currently married or widowed. Many people in the sample had received formal education up to 
secondary level (a small minority had been to university) and there were a few who were illiterate or 
only educated to primary school. All the men had a history of circular labour migration, while the 
women were wives (or widows) of men who were (had been) migrants. Their time of diagnosis and 
registration at the ART centre varied widely: some had been diagnosed within the last six months 
while others had been diagnosed a few years ago. 
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Testing for HIV 
None of the respondents had made an active decision to seek testing. Consistent with the key 
informants’ views, many of the  respondents (mostly male) had been aware about HIV, or more 
often ‘AIDS’, as a deadly and ‘dirty’ disease. Views about sources of transmission were a mixture of 
correct and incorrect information, speckled with moral interpretations and projections. For example, 
a few men spoke about having known that a person could get AIDS from infected blood, from non-
sterile medical and shaving equipment and by doing ‘bad/wrong things’. Before diagnosis they had 
been quite unconcerned about their own personal risk. A few men had heard about friends 
contracting it, but the details were confused because these friends also had co-morbidities like TB 
and other conditions. Once they had been enrolled into the ART services, their awareness levels 
became quite high, and thus it was difficult for them to recall clearly how informed they had been in 
the past.  
Four pathways to HIV diagnosis emerged from the descriptions of respondents, which were as 
follows:  
a. Following medical advice in response to prolonged and worsening illness, often after several 
months or years of finding no benefit from various treatments, usually obtained from private 
practitioners: largest group of sample, mostly men 
b. Following advice from family members or friends after a spouse was diagnosed HIV-positive: 
second largest group, mostly women 
c. As part of routine medical screening on admission into hospital for medical 
procedures/treatment, including for antenatal visits: minority, both sexes 
d. Accidental discoveries during compulsory medical screening during applying to work abroad: 
minority, only men 
 
The two dominant pathways for men and women are illustrated in Fig.7.1 and described in detail in 
the following sections.  
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Figure 7.1 The two major routes to HIV diagnosis for migrant men and wives of migrant men. 
Dominant pathway to testing for migrant men 
 
Dominant pathway to testing for wives of migrant men 
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Men’s journeys of discovery 
Many of the men talked about having experienced symptoms of recurrent fever, diarrhoea and 
weight loss that carried on for months or even years prior to their HIV diagnosis. Their symptoms 
usually started when they were at their migration destination, working 8-16 hour shifts daily.  
When migrant men fell ill at destination their response was to visit a private practitioner who 
offered them symptomatic relief quickly and at the lowest possible cost. Their choice of medical 
provider was influenced by the reputation of that provider among their peers and the cost of 
examination and prescription, rather than the professional qualifications or specific medical 
discipline practiced by the provider. They were keen to avoid a loss of earnings and/or have their 
absence noticed at work4, and did not want to go to public hospitals which cost less but had greater 
waiting times, offer less personalised care, and they would still have to pay for medicines (Sheikh et 
al. 2006). All the men talked about tolerating their illness for long periods of time in the hope that 
they would recover soon.  
I wanted to be treated for less money. If I went to a big hospital it would have cost more 
money. So people like us, somebody who is a worker, he will try to get better for less money, 
he’ll try to get better for that, 50 rupees. ...So that’s why, over there, everybody goes there 
[cheap local practice], in the first stage [of illness], everybody." (Clinic-28, migrant to 
Mumbai) 
While there are pro-poor schemes in India to provide access to subsidised healthcare to low income 
households, the associated ration card (a Below Poverty Line, or BPL card) is linked to ‘place of 
residence’ and migrant workers away from their villages are unable to avail of it (Deshingkar 2006; 
Deshingkar and Akter 2009). That a lack of adequate healthcare coverage leads to suboptimal 
choices in seeking health-care has also been observed among rural-to-urban workers in China, 
where the hukou registration system prevents rural migrants from accessing health services in the 
urban locations (Hong et al. 2006). Although the Chinese system places much greater controls on 
internal migration itself, the effect of a non-transferable ration card is similar. Eventually, when 
migrant men found themselves to be too debilitated to work, and the expense and strain of living 
away from home (rent, food) became too large to handle without being able to earn, they decided 
to go back home. At home they could be cared for by their families, and often they carried on 
seeking treatments from various local doctors and healers until eventually, they were referred to 
have an HIV test.  
                                                          
4 Private clinics are usually open outside working hours, for example, in the evening.  
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I didn’t have anything before that, just that okay, I was getting this fever, I’d just take some 
medicine from here and there. It would get better”. But then slowly it started becoming more 
and more severe. When my body was completely sickened, then I moved back home. Then I 
got some treatment there, I was in the local nursing home. It was just never found out, what 
it was. When I was on my last legs [jab ek-dum last ho gaye] then they took me to BHU. And 
when I was tested over there, and it turned out to be HIV, then the treatment started over 
there, and then I became healthy again. (Clinic-6, truck driver, Madhya Pradesh state) 
Several of the respondents talked about having a series of tests and being diagnosed with conditions 
such as typhoid, malaria, TB and taking courses of treatment for them.  
I had a fever constantly for a month, month and a half. At night, around 1 or 1:30am, I used 
to have night shifts, so I would usually return at night. I got myself seen by the doctors over 
there. Someone said I’d got typhoid, somebody else said I’d got malaria…they got me on to a 
glucose drip and everything, got all the tests done, and then finally it was found out that it 
was HIV.(Clinic-22, migrant to Karnataka state) 
While some private providers treated patients for other conditions and did not test them for HIV 
until later on, others tested them for HIV and but did not disclose it to them straightaway. For 
instance, two men discussed how the doctor had wanted to tell other relatives about the diagnosis 
instead of them. The moral judgements about HIV were also an issue, for instance one respondent 
remembered his conversation with the doctor who diagnosed him:  
I said, “How did I get this, HIV?”. And he said, “Have I been following you around? Now 
you’ve been living in Bombay, have I been keeping an eye on what you’ve been doing over 
there?” (Clinic-15, migrant to Mumbai) 
 Importantly, some providers had failed to tell their HIV-positive patients about the free ART 
available at district public hospitals, so that patients continued to seek treatment at their own 
expense for a few years. From the interviews it was unclear whether these treatments were ever 
ARVs: respondents said they sought symptomatic relief for weakness, diarrhoea and fever, but had 
no further understanding about their medications. Nevertheless, during this period their condition 
worsened to catastrophic levels. 
In some cases, men had stopped taking treatment because of a shortage of funds. It was only when 
their health completely collapsed that family members had rushed them to large, public hospitals 
and following various examinations, they finally made it to an ICTC and then onto the ART centre 
register. Public hospitals have the reputation for taking in even the sickest patients (whereas private 
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clinics can refuse patients), and ironically, some people only go there when there is a medical 
emergency, or as a last resort after unsuccessful private treatment.   
But then I became sicker…then some tests were done at a private clinic…And when I was 
tested at the private clinic, it turned out to be HIV. When it turned out to be HIV, then the 
treatment started for that. But when those medicines were so expensive, I stopped taking 
them….and I didn’t earn that kind of money….Again I became very ill. So then my relative, my 
brother-in-law, he found out that there was this … health centre here, where you get [free] 
treatment for this. (Clinic-25, migrant to Surat, Gujarat state) 
Only a small minority of the men had worked in jobs where healthcare was arranged by the 
employer (although some payment was deducted from salaries in lieu). Healthcare provision for 
migrant workers seems like a positive first step for protecting migrant health, however, when one 
man was diagnosed as being HIV-positive, this was disclosed to the employer who promptly sacked 
him. The provision of healthcare by a seemingly generous employer can act a tool for enacting 
discriminatory practices, further discouraging workers from making positive choices concerning their 
health.  
Thus, many of the male migrant participants had suffered illness over a period of months or years, 
received inappropriate and expensive treatment and had drained their household economic 
resources on medical bills. In the end, their enrolment into the ART services had been precipitated 
by a crisis, either financial or physical and their treatment had started as a matter of emergency.  
For a minority of men, their HIV discovery had been accidental, either because it was included in the 
battery of tests preceding a surgical intervention in hospital or as part of a medical screening process 
prior to migration to a Gulf country. In these cases, although they were shocked by their diagnosis, 
they felt quite fortunate to have found out early because they had some control over their situation. 
They were able to plan living and employment arrangements for the future, and in one case, the 
man was able to prevent transmitting (his) HIV to his wife. 
Women’s journeys of discovery  
Marriage has been identified as the main risk factor for HIV for Indian women (Gangakhedkar et al. 
1997; Godbole and Mehendale 2005; Newmann et al. 2000; Saggurti and Malviya 2009). Most 
women in this study (bar one5) found out about being HIV-positive after the death or diagnosis of 
their husbands with HIV. Some of the women were tested for HIV after suffering prolonged and 
                                                          
5 Her marriage lasted only 6 months. She was bedridden with poor health at her marital home so she returned 
to her natal home, after which she was diagnosed HIV-positive. There had been no further communication 
with her husband, even after her HIV diagnosis, therefore the husband’s status is unknown.  
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recurrent illnesses. In these cases, their husbands had died a few years ago. These men had either 
entirely failed to tell their wives about their HIV6 and had subsequently died, or in one case, the 
woman found out just before her husband’s death.  
It had happened like this with my husband, so when he was in a bad state, at that time, I was 
called to Bombay. So I went there (…) when I saw the report, then he had it. …And then after 
that they got me tested too. (Clinic-16, widow of migrant to Mumbai, 39 years) 
As can be expected, this lack of disclosure had stressful consequences. These HIV-positive women 
were widowed in a situation where there they had scant understanding of their condition and 
treatment, minimal emotional and financial support from their marital homes and a monumental 
increase in responsibility towards caring for their now father-less, potentially HIV-positive children. 
The process of re-adjusting to the new household and financial situation, discussed in greater detail 
in the next chapter, also added time to their diagnosis. Like men, their eventual contact with the ART 
centre was also precipitated by a health or financial crisis. 
This time I got severely sick. My whole body was swollen, I went yellow, I couldn’t walk, my 
body hurt (…) I first when to the government clinic, when I didn’t get any relief then I went to 
the private one (clinic). When I didn’t get any relief from there they sent me here [ART 
centre], they referred me here. When I came here it was Saturday so it had shut so then I 
stayed with some relatives until Sunday and then came here on Monday (…) Before that I 
used to keep getting a fever repeatedly and other symptoms but I would just take some 
medicines to get relief and then get on with my work. And I was like that for the past two 
years.  (Clinic-8, widow of migrant, 30 years) 
Even among women whose husbands were alive (all husbands of female interviewees were HIV-
positive) a few spoke about delays between husbands’ own HIV discovery and disclosure to them. 
Like the widows, these women also believed their husbands had infected them and that they had 
deliberately kept (or tried to keep) it a secret from them. 
He had to go to Saudi. So then he had his medical examination, and that’s where it came out. 
That he had HIV. Then he didn’t tell me, he hid it from me. I only found out after a month, a 
month and a half. So, then, he took me to a government hospital. There my blood was 
tested, and my child’s, my elder child’s. (Clinic-14, housewife of migrant to Mumbai, 24 
years)  
                                                          
6 It is difficult to know if they had known their HIV status themselves before their death, because only the 
women were interviewed.  
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As suggested by the key informant interviews, the migrant status of the husbands did indeed 
sometimes facilitate being able to maintain this secret, but even when the men were sick at home, 
being tended to by their wives, other family members would sometimes act as barriers preventing 
women from accessing medical reports and test results.  
The remainder of women whose husbands were alive had been more fortunate: their husbands’ HIV 
discovery was followed quickly by their own HIV test (and in some cases, treatment initiation). While 
their husband had endured a long period of painful symptoms, misdiagnoses and symptomatic 
treatments, these women themselves had been diagnosed relatively early on, before any symptoms 
had emerged, and when access to the ART centre had already been secured via their husbands. It is 
ironic that while men have greater access to diverse medical services than women, and are able to 
‘shop around’ for different therapies, this is a handicap when it comes to HIV. A lack of knowledge 
about HIV identification and management and unscrupulous behavior among some private medical 
practitioners (Chomat et al. 2009; Kielmann et al. 2005) led to delays in presentation to the ‘correct’ 
HIV care services. Married women being diagnosed with HIV for the first time in the free, public HIV 
treatment centres is especially fortuitous because private treatment for the man’s HIV may exhaust 
the family economic resources, leaving nothing for the wife if and when she is found to be infected 
as well (Pallikadavath et al. 2005).   
Thus, when men do not hide their diagnosis from their wives, then those women can get tested 
earlier.  Seven of the HIV-positive men interviewed had HIV-negative wives. Although some of these 
men had been ill for prolonged periods, being cared for at home by their wives, their poor health is 
likely to have reduced sexual contact with them. The crucial factor in these cases that prevented 
transmission of HIV to their wives seems to be that whenever it was that the husband tested HIV-
positive, this was communicated to the wife straightaway and she was tested too. Even for women 
who were already infected, they were in earlier stages of infection than their husbands.   
Discussion 
 Diagnosing and treating HIV infection early is an important way to slow down the spread of the 
epidemic; targeting those at greatest risk should be a priority. However, many people are being 
diagnosed late or not at all, and even after being diagnosed there are significant losses to actual 
enrolment and long-term continuation with ART services (NACO 2012a; Sarna et al. 2010). Despite 
migrant-focussed awareness campaigns, migrant workers and their partners are not accessing 
testing and treatment until they become sick. The cultural preference for private treatment, the 
insecurity of migrant work and gender differences in health-seeking behaviour delay early diagnosis. 
Key informants from this study, working in patient-facing roles in providing free HIV services 
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reported problems to do with interference from privately-obtained treatments, the poor economic, 
nutritional and educational status of their patients and the particularly disempowered status of 
female patients. Although they made efforts to reassure patients about their condition, some 
amount of HIV-stigma and provider-patient inequality affected their communication with them. 
Migrant men in this study reported using local private medical providers instead of time-consuming 
government hospitals where HIV testing and treatment centres are located. Most of the men had 
stayed in migrant work until they become incapacitated by HIV-related morbidity. During this period 
of deteriorating health they exhausted their savings on private treatment which was often based on 
misdiagnoses and/or purely symptomatic. Eventual HIV diagnosis was as a result of a financial or 
medical emergency. Wives of migrants had generally been diagnosed following the diagnosis or 
death of their husband. Access to testing and treatment was mediated via their husband and/or 
other family members. 
Although this study did not include interviews with private providers and is based only on the 
experiences of their patients and key informants based at public hospitals, the descriptions resonate 
with previous work carried out on private providers of HIV services on the topic, where providers 
were found to be failing to follow current guidelines regarding HIV testing, counselling and 
treatment (Chomat et al. 2009; Datye et al. 2006; Kielmann et al. 2005). In India, there is a well-
established, predominant cultural preference for private health care (Bhat 1999; Chomat et al. 2009; 
ERC 2006; Sheikh et al. 2006). It has been suggested that this may be especially the case concerning 
men’s sexual health because government clinics may often be dominated by maternal and child 
healthcare. Also, private practitioners of traditional forms of medicine (based on Ayurvedic, Unani 
and other systems of practice) are seen to be more receptive to sexual health problems and treat 
such patients with respect and discretion, unlike public-based practitioners (Schensul et al. 2006).  
Private providers are a heterogeneous mix of individuals and institutions providing treatment based 
on western biomedicine, homeopathy, Ayurveda, Unani, Siddha or other traditional methods (Khare 
1996). A few studies have described how private providers who have treated HIV-positive patients 
have alarming misconceptions about HIV itself and how it is spread; morally-based subjective 
preconceptions about who is at risk; regressive views about patient rights and consent; use of toxic 
substances in remedies and finally, some providers promise to have a cure and promote themselves 
as a superior alternative to Western medicine (Chomat et al. 2009; Kielmann et al. 2005). Some 
practitioners are found to use a combination of methods when providing HIV care, usually to help 
alleviate symptoms (which is often equated with a cure in the patient’s mind) but also reflective of 
their limited knowledge and access to the standard HIV care package.  
Chapter 7: Migrant journeys – complex routes into HIV care 
 190 
However, it would be naive to put the blame only on private providers, as there is a huge demand 
for the kind of care that they offer, bolstered by a widespread belief that allopathic drugs are ‘too 
strong’ (Khare 1996). Since ARV treatment needs to be taken for life, it may be discounted by 
patients when other providers are offering shorter-term ‘cures’, in addition to ‘natural’ remedies 
and spiritual support to aid their overall disposition. Anthropologists have observed how the 
approach of practitioners of traditional medicine in providing explanations about illness may be 
more consistent with lay understandings of the body, health and disease, especially in rural contexts, 
and this also makes them widely attractive (Khare 1996; Lambert 1996a). The evidence from this 
study suggests that people were willing to take excruciatingly long, painful routes before opting to 
try the free, public health services. In a hospital study looking at late presenters (defined as having a 
CD4 T+ <200 cells/uL or >200cells/uL but with chronic clinical symptoms) they found that the 
majority of people who were late presenters were so not because of late diagnosis after registering 
at the hospital, but rather late presentation to care at the hospital. It seems that people were only 
accessing the hospital-based services when they had already developed AIDS-associated symptoms, 
or even AIDS-defining conditions. Most often people came with recurrent or prolonged diarrhoea 
and fever (Mojumdar et al. 2010). The current sample was biased towards those who had eventually 
been linked up to ART services, thus it did not include undiagnosed PLHAs or those lost to follow-up 
between initial testing at an ICTC and ART centre registration. However, the treacherous journeys of 
these ‘lucky ones’ gives some suggestion of the plight of those PLHAs not yet on the ART register 
(and not receiving private HIV care).  
Public-based HIV services need to work hard on winning the trust of the people as well as gaining 
greater visibility in offering HIV treatment. The continuing problem of unequal power relations and 
medical paternalism between providers and patients becomes especially significant for diseases as 
stigmatised as HIV (Datye et al. 2006). Also, in terms of the format of how information is 
communicated there may also be issues pertaining to staff accountability to their employers and 
funders – the architects of HIV programmes who create best practice guidelines to be followed by 
service providers (see also (Mooney and Sarangi 2005)). In terms of consolidating the effects of 
private healthcare, there are suggestions that forging partnerships with private medical providers 
who see STI and HIV-positive patients may be a more productive and efficient way forward than 
finding ways to discourage people from using private practices (Sheikh et al. 2006). These 
partnerships could help to strengthen and regulate the HIV services available. This is especially 
significant for situations where people might continue with privately-obtained treatments that 
include ARV components, alongside their ART-centre-obtained ARV medication – neglecting this 
possibility could lead to the development of drug resistance (S. S. Solomon and Solomon 2011). 
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People’s preferences and beliefs are not fixed but dynamic and adaptable. A preference for private 
practitioners using traditional forms of therapy is only partly because it matches their own cultural 
notions about sickness. It is also intimately linked to their own circumstances (e.g. their financial 
situation, distance from hospital), the highly variable quality of Western medicine on offer and the 
influence of treatment choices made by members of their social networks (Lambert 1996a). Policy 
makers need to be more sensitive to the larger structural factors that affect individual choices.  
There are a few quantitative studies that have looked at the profiles of people (in the general 
population) being tested for HIV in India and the pathways leading to testing. A couple of studies 
have carried out research at two testing centres in South and North India respectively on people 
who had largely come for testing voluntarily (S. Solomon et al. 2006; Vajpayee et al. 2009). Another 
study reporting reasons for HIV testing is a population survey in Andhra Pradesh, south India 
(Dandona et al. 2009). In this study, respondents who reported awareness about HIV/AIDS were 
asked if they had ever had an HIV test and the reasons thereof. Men: Unlike the pathways to testing 
observed in the present study, they found that the overwhelming majority of men had wanted 
testing because of self-perceived risk, based on their past sexual history. In the Solomon (2006) and 
Dandona (2009) studies, other reasons reported were a response to experiencing illness or to 
reconfirm a previous positive result. Women: Similar to my findings, in all three studies testing was 
primarily done following the HIV-positive status or HIV-related death of their husband. In the 
Solomon (2006) study, the other two reasons to test were having prolonged symptoms and concerns 
following their own previous risky behaviour. This may reflect the fact that the sample in this study 
included a high proportion of migrant labourers and female sex workers and the average HIV 
prevalence was higher than in other studies (65.1%) 
Another study looked at PLHAs from high-prevalence districts within three states in southern India, 
investigating pathways to testing, including whether they came in actively seeking the test for their 
own interest or were referred (Joseph et al. 2010). Unlike the above studies, but similar to my 
experiences, they found that men had tested mostly in response to long-standing or recurrent 
illness. Also, the initiative to test came from the provider rather than client. For women, as in other 
studies, the reason for testing tended to be partner’s positive status, but in their case the process of 
testing was initiated by family members. However, even getting to that point requires prompt 
disclosure by the HIV infected man to his wife and/or family members, which I found to be rare in 
this study. The literature on partner notification in India is limited. One small study conducted with 
PLHAs found higher literacy and greater length of marriage to be positively associated with greater 
disclosure between husbands and wives (Taraphdar et al. 2007). A more in-depth study from South 
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India found that the most common reasons for non-disclosure were fears of social isolation, 
stigmatisation, bringing disgrace to the family and self and feelings of futility (of disclosing results). 
Interestingly, some PLHAs preferred to explain their visits to hospital by admitting to other more 
socially-acceptable diseases such as tuberculosis and cancer (Chandra et al. 2003). It has been 
suggested that the importance of social stigma relating to HIV as an indicator of immoral behaviour 
might be greatest when there are no physical symptoms. However,  as the physical signs of AIDS 
begin to appear this gradually wanes and gives way to stigma because of a fear of infection 
(Pallikadavath et al. 2005). The specially damning reputation of HIV/AIDS in the Indian social context, 
matches what key informants in this study had expressed as regards reasons preventing people from 
getting tested themselves, and bringing their partners to the clinic to be tested. There is however, a 
gender difference in the stigma and discrimination that is actually experienced when there is 
disclosure: men are spared interrogation because taking sexual risks is deemed part of their 
masculinity, whereas women testing positive (outside of marriage to an HIV-positive man) are seen 
to bring disgrace to the family (Bharat and Aggleton 1999) and may carry a risk of domestic abuse 
and violence and/or abandonment (Desai 2005; Saggurti and Malviya 2009). 
In the present study, when wives of HIV-positive men were tested soon after their husbands’ 
registration at the ART centre, they were diagnosed before the development of symptoms. This 
finding is congruent with the hospital study where female gender was strongly protective against 
being a late presenter to HIV care (Mojumdar et al. 2010). This was attributed to a higher uptake of 
testing by women as part of routine ante-natal care during pregnancy, and also because some 
women were tested soon after their husbands tested positive. The key informants in this study 
believed antenatal HIV screening to be an extremely effective way for early HIV diagnosis (before the 
onset of symptoms). The government scheme called Janani Suraksha Yojna [Safe Motherhood 
Scheme] that encourages women to come into public hospitals for their deliveries by providing cash 
incentives (Lim et al. 2010), although intended as a means to reduce maternal and neonatal deaths, 
is an effective way to catch HIV early in young women and prevent further transmission. However, 
given that women marry and bear children relatively early in their lives, and sterilisation is the main 
form of birth control (Raj et al. 2009; Santhya and Jejeebhoy 2007), this kind of scheme is likely to 
miss a large proportion of women.  
Fever and diarrhoea are common illnesses affecting most people once or more times a year. This is 
specially so for migrant workers living and working in congested, unhygienic and badly-ventilated 
places such as slums and factories in urban areas. Seeking quick and accessible symptomatic relief 
for these conditions, sometimes repeatedly, rather than going to a public hospital (where there be a 
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greater chance of being referred to HIV services) (Sheikh et al. 2006) may be especially applicable to 
circular migrant workers who are in their work locations for finite periods and may not be entitled to 
sick pay (Deshingkar and Akter 2009). Without the effective implementation of existing labour laws 
protecting the interests of migrant workers (e.g. the Inter-State Migrant Workmen (Regulation and 
Conditions of Service) Act, 1979) or an updated version (Srivastava 2005), any public healthcare 
services aimed at migrant workers individually, either HIV-specific or a more inclusive approach that 
includes services for all major health risks, are unlikely to be effective at reducing the time taken for 
initial diagnosis in HIV-positive migrant workers.  
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Chapter 8: The consequences of HIV in the life course of migrant 
families in India 
Summary 
In the previous chapter I described the pathways to HIV testing and care for migrant workers and 
their spouses. Their status as migrant families worked in combination with other background 
influences to delay initial testing and registration at HIV services. In this chapter I explore how the 
relationship between HIV and circular migration evolves over the course of people’s lives. The results 
in this chapter are based on interviews with HIV-positive men and women recruited from the ART 
centre.  
The consequences of HIV are pervasive and long-term, affecting all areas of migrants’ lives. I use a 
conceptual framework at three levels – individual, household and structural – to explore how this 
relationship affects people’s lives. At the individual level, economic impoverishment in the absence 
of family support forced some men to consider migrating again despite their physical frailty and 
strict treatment regime. At the household level, the return of migrant men due to HIV morbidity 
upset gender and generational norms. HIV switched dependencies and altered relationships, which 
in turn, affected men and women’s experience of HIV. From a structural perspective, the working 
conditions of migrant workers were incompatible with the medical advice prescribed for successful 
HIV management. Meanwhile, collecting ARV medication monthly in person was also difficult to 
consolidate with migrant work. Background structural problems such as corruption in the delivery of 
public services and inconsistent implementation of social protection schemes left the future of HIV-
infected migrant families deeply insecure.  
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Introduction 
There is a growing literature on the experience of living with HIV as a chronic illness (Ezzy 2000; 
Mitchell and Linsk 2004; Pierret 2007; Rhodes et al. 2009; Russell et al. 2007). This literature has 
kept pace with the development of scientific advances in the management of the condition and 
increasing access and availability of antiretroviral drugs (ARVs). Studies from the pre-ARV years are 
mostly about dealing with a disease that was generally fatal and made people suffer a degenerative, 
painful physical decline along the way. The availability of ARVs changed this experience for those 
who access therapy early. In developed countries, the transformation of HIV into a manageable, 
chronic condition has brought it in some ways to be similar to the experience of living with other 
chronic diseases such as heart disease or diabetes. Certainly, HIV-infected individuals now have their 
lives medicalised with their days punctuated by pill-taking alongside an increased health 
consciousness in the way that they lead their everyday lives. The psychological effects of becoming 
HIV-positive and managing it thereafter vary between individuals but, in conditions where access to 
ARVs is secure, HIV is no longer viewed as a terminal illness (Gifford and Groessl 2002; Mitchell and 
Linsk 2004; Swendeman et al. 2009). However, in resource-limited countries, where some parts of 
the population struggle to pursue economically-viable livelihoods, poor social and economic 
circumstances make the management of the HIV especially difficult. Conversely, managing HIV as a 
chronic condition poses significant challenges in the continued pursuit of long-term sustainable 
livelihoods (Russell et al. 2007). 
Along with research into largely individual-level experiences that involve a ‘reconfiguration of 
expectations’ (Rhodes et al. 2009) within the ART-era, including coping with treatment insecurity, 
there have also been a number of studies, predominantly based in African countries, looking at the 
impact of HIV on affected households and family relationships. The selective risk of HIV infection to 
members of the household who are most likely to be the primary income earner or main carer of 
young children has serious effects on the future of the entire household. In a South African study, 
households including HIV-infected members receiving treatment were found to experience 
significantly more frequent bouts of serious infectious diseases and death, when compared to non-
HIV-infected households. They were also more likely to be poorer, with a higher rate of expenditure 
and income decline in the 6-month follow-up period (Bachmann and Booysen 2003). Recent 
evidence from an HIV intervention programme in South Africa suggests that there can be full 
recovery of employment after an interruption in the period between HIV infection and ART initiation 
(Bor et al. 2012). Although these results are promising, only longitudinal studies following the life 
course of each individual would be able to show if there were important changes in the fundamental 
nature of that renewed employment. For instance, in a qualitative study from Uganda, among 
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participants in receipt of ART, although the majority were engaged in some form of employment this 
was at a reduced level and/or quality from what it had been before their infection (Wagner et al. 
2009).   
Further, AIDS-related death of adult members of the family has been seen to increase the risk of 
household dissolution and migration and a reduction of social and economic status (Hosegood et al. 
2004; Tekola et al. 2008; Yamano and Jayne 2004). While in some contexts, the effect of an adult 
death is the same whether or not it is due to AIDS (Hosegood et al. 2004), in others, AIDS deaths 
appear to have a greater impact than adult deaths due to other causes (Tekola et al. 2008)1.The 
break-down of the household unit as a consequence of HIV/AIDS has been identified to be due to 
the inability of the household to survive following the loss of income from death or illness of earning 
adults. AIDS deaths or illness sometimes lead to alternative living arrangements: younger members 
might move out to relieve some of the financial pressure on the household. Depending on age and 
ability they may then either seek paid employment or be cared for by other kin members (Hosegood 
et al. 2007; Seeley et al. 2008). The effects of HIV on people’s lives have been seen to be cumulative, 
whereby once households are HIV-affected, then the effects of subsequent non-HIV-related negative 
events and developments are compounded by the prior presence of HIV/AIDS (Bachmann and 
Booysen 2003; Hosegood et al. 2007).  
Although these findings serve to endorse what seems intuitive, that HIV/AIDS must have deep and 
long-lasting effects on individuals and households that exist in socially and economically vulnerable 
circumstances, there is an increasing consciousness among some researchers in the field to stay 
mindful of the risk of attributing too much emphasis to HIV/AIDS alone. In the context of rural-based 
livelihoods affected by HIV, the collapse or disruption of households’ means of income and long-
term future is not just a consequence of the epidemic but also because of wider social and economic 
changes. For instance, Taylor et al. describe how agriculture-based households in Uganda have 
changed in the last 20 years because of labour shortages, repeated crop and livestock pests and 
disease, declining soil fertility, changes in commodity markets and an increasing preference for non-
farm based livelihoods (Taylor et al. 2011). It therefore may be more appropriate to say that the 
impact of HIV on individuals and households will vary depending on the social and economic context. 
Also, the ability to recover from the ravages of HIV is greater in situations where ART access is 
coupled with social protection schemes that bolster households with depleted resources to rise 
more successfully and sustainably out of crisis (Russell and Seeley 2010). Furthermore, there are 
methodological problems with ‘households’ being used as units of analysis, because of the 
                                                          
1 In this study this was largely because of the differences in future lifetime earnings lost as a result of an AIDS-
related death compared to deaths due to other causes. 
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importance of wider social and kin networks in providing support, or sometimes, deriving support. 
For example, some households may appear more resilient than others because of having access to a 
supportive social network that helps to mitigate some of the damage caused by death and disease 
(Hosegood et al. 2007; Seeley et al. 2008; Seeley et al. 2010).  
In light of this background, in order to explore the consequences of HIV in populations with high 
levels of circular migration it is important to look at the on-going interaction between HIV and 
migration, at individual and household level, but also to look at structural factors such as 
circumstances of employment, access to social protection services, success in the implementation of 
citizen rights and HIV-related stigma. There are important differences between the Indian HIV 
context and several of the countries where the above-described studies have been based. In India, 
the population-level HIV prevalence is low, and it is concentrated among certain high-risk groups. As 
a consequence, the national programmatic response has been directed towards targeted 
interventions rather than general population-level responses. This has resulted in a continuation of 
low awareness among the general population, especially in rural areas. Additionally, there is only a 
low level of preparedness of the structural components of rural health protection institutions to deal 
with HIV infections. As described in Chapter 4, aside from the six high-prevalence states (which have 
long-established HIV programmes) there are only rudimentary HIV-testing centres physically present 
at sub-district level and few community-based awareness and support organisations based in rural 
areas, in contrast to some of the contexts mentioned above. Indeed, there has not been any great 
need for them because as mentioned in other parts of this thesis, HIV has not been a significant 
health concern for most rural-based people outside the high-prevalence states.   
In this chapter I examine how the interaction between migration and HIV continues to affect people 
after infection, diagnosis and starting care. I will present the major factors people were responding 
to in trying to manage life with HIV. Their livelihood arrangements before their diagnosis, or period 
of ill health that compelled them to abandon them, had been organised with a pragmatic 
understanding of opportunities and constraints faced by themselves individually, and collectively, as 
members of a household. But with the arrival of HIV, there was a significant increase in constraints, 
and although actual life was somewhat more guaranteed following access to the correct therapy, the 
quality and sustainability of it was now to be determined by a complex new set of HIV-related 
influences that were much further outside personal control. Using data from qualitative interviews 
with men and women living with HIV, plus insights from key informants in medical settings and 
support groups, I construct a framework for understanding how HIV affects people’s abilities to 
rebuild a secure future for themselves and their families, even in the context of free and effective 
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treatment. My framework describes the relationship between HIV and migration over time in terms 
of individual, household relationships and structural level interactions. This framework provides a 
useful tool to organise the analysis although it will become clear that these boundaries are porous 
and not mutually exclusive.   
Methods 
For this chapter I reviewed observational and interview data to identify the consequences of HIV 
infection in the lives of migrant families. Interviews with 33 HIV-positive respondents at the ART 
centre (20 men and 13 women), along with interviews with ART centre staff and observations while 
present at the clinic formed the basis for these findings. I examined themes that revealed how 
respondents found their present circumstances and future plans in light of the changes that took 
place following diagnosis and enrolment at the ART centre.  The interaction between HIV with future 
migrant work and household family situation was explored. For more details on methods used, 
please refer to Chapter 5.  
Results 
Making contact with the ART centre 
As described in previous chapters, migration had a significant impact on both risks of acquiring HIV 
and the subsequent routes to diagnosis and accessing treatment. Most respondents had reached the 
ART centre through a lengthy route that had included prolonged physical suffering (either for 
themselves or their partners), financial crises and an often-hasty abandonment of previously 
established livelihood engagements (living arrangements and income-generating activities). During 
this period, while the focus of household attention had been the sick individual, dependent 
members of the family had also become fearful about their own future.  Once diagnosed, individual 
responses varied from seeing it as the removal of any hope for the future, with some reporting 
feeling suicidal, to those who focused on the relief of a diagnosis, which meant treatment was 
available (and free).  
For some respondents, the delays in reaching the ART centre and the damage caused during this 
time had promoted a gradual, unequivocal acceptance of hopelessness of their own future. A few 
interviewees discussed how they had considered taking their own lives (and sometimes of their 
children too) in order to stop being a burden on their larger family.  
…earlier I used to think about it a lot. I used to feel upset about it 24 hours a day. I used to 
feel, I should just kill myself, I had no interest in living. But now I can see, people have started 
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their treatment and they are living well. But thanks to the lord, I don’t even need to start 
treatment yet. (Clinic-28, migrant to Mumbai) 
Once on treatment, or as their understanding of the condition grew, some people talked of it as no 
less than miraculous. When HIV-positive respondents, or HIV-positive partners of respondents, who 
had developed critically low immunity (CD4 counts<250 cells/mm3) started ARV treatment and 
found themselves gaining weight and being able to do things again, they were astounded. One 
woman described the ART centre to be like ‘a temple’ (Clinic-3), where people arrive in a broken, 
desperate state, crying and empty-handed, but leave feeling restored and happy again, with a 
phenomenal new lease of life. By the time they were interviewed most respondents agreed that 
given the availability of free anti-retroviral therapy, even if they did not feel as strong or courageous 
as they had before, it was still better to be alive.  
Reconciling living with HIV with migrant work 
Most of the men (and husbands of women) were not carrying out migrant work at the time of 
interview. Two-thirds of the respondents were on anti-retroviral (ARV) medication, while the rest 
were still ‘pre-ARV’ patients (9/33). This latter group were interviewed during their 6-monthly visit to 
the ART centre (or sooner if they had some troubling symptoms) and most of them were still waiting 
for their latest CD4 test results. These would determine if their immunity levels had fallen below the 
cut-off mark to start ARV treatment, so it is possible that some of them would have started on ARVs 
a few days after being interviewed. Among those who were already on ARVs, some had started 
within the past year, while others had been taking it for a few years before the interview. On 
accessing ARVs and adapting to the treatment and lifestyle regimen, they had generally felt 
healthier. Men who had supported their families through migrant remittances in the past were 
relieved by the reduction of their own physical distress. As the preoccupation with their own health 
lessened, they worried about how to cope with the depleted household finances, the strict 
treatment regimen, the social consequences of being HIV-positive and the short- and long-term 
demands of supporting a family. The concerns of women were somewhat more diverse, and varied 
according to whether they were now widowed or separated, or still living within their marital home, 
i.e., it depended on their own present state of security within a household. The gendered nature of 
effects will be discussed in a later section of the chapter. 
A small number of men had carried on being migrants without a break. They had been diagnosed 
early (before they became sick). One man, not on treatment, was in the process of transferring his 
registration to Surat. The others carried on as before with the knowledge that they would now have 
to incorporate 6-monthly trips to the ART centre on their visits home. They hoped that they could 
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save enough money working on their own for a few more years and then settle with their families in 
one place – either back home or at destination location.   
Following the short-term impact of the HIV diagnosis, with or without starting treatment, people 
then had to adapt to living with HIV as a chronic illness. In the same way as migration had affected 
people’s journeys towards correct diagnosis and care, subsequently, the fact of living with HIV then 
had a substantial impact on their future ability to migrate or otherwise make a living. Recalling from 
Chapter 7, some migrant men were forced to return home once illness became established as they 
were too unwell to work. Even after their health stabilised (either through early diagnosis or after 
treatment took effect), HIV continued to mediate their ability and motivation to migrate and earn a 
living. A few could not take up jobs due to discrimination for being HIV-positive (including those 
intending to work in Gulf states who were diagnosed on pre-work screening). But most others 
identified obstacles in the way of migrating for work once again that were defined by the very 
nature of migrant work and of HIV as a medical condition; their future plans and prospects were 
deeply affected by the interactive and changing relationship between migration and HIV.  
Consequences at an individual level 
As mentioned earlier, the majority of the respondents who had been migrant workers in the past (or 
their husbands had been, for the women) had stopped doing migrant work in the lead up to 
diagnosis. For a small minority, this was no more than a coincidence – they had planned to migrate 
for only a short period of time, and if anything, their episode of illness and/or HIV diagnosis had 
reinforced, and in some cases precipitated, their original intention to return to their native home. 
This behaviour was found in the group of people whose families were endowed with physical assets 
such as land holdings or successful businesses, and/or who belonged to supportive and resourceful 
kin networks. However, this was not the case for the larger group of respondents for whom the 
uncertainty of living with HIV was loaded on to the already-present uncertainty of migrant work-
based livelihoods. For most, becoming HIV-positive had marked the end of the kind of life they had 
previously lived.  
Some of the men/husbands had decided that they would not migrate for work ever again. Others 
wanted to, but were anxious about how to make it possible. The anxiety was in part due to the 
physical weakening they had endured before they had been diagnosed, which continued to linger 
despite improved life expectancy (compared to before they were diagnosed). They had lost a lot of 
confidence in the time they had come so close to death, and dreaded the thought of revisiting that 
state were they to compromise on any aspect of their new health regime that had aided their 
recovery. Sometimes there was a tension between individual needs (wanting to stay at home to be 
Chapter 8: The consequences of HIV in the life course 
201 
 
cared for by family) and household needs (inter-generational family responsibilities and expectations 
that needed financial investment) each having opposite effects on the likelihood of future migration:  
No, right now madam, I don’t have any plans to go anywhere, because my health isn’t stable 
and, even though I do really feel like going ‘baahar’ [away, to migrant destinations] and earn 
in an unconstrained way, I do have 3 girls and I have to marry them off, so I have to look 
after them….and I also need to have the money to marry them, one needs 8 or 10 lakh 
rupees, and then, so when I think about all these things in the future, then I will have to go, 
but, because currently my health is so unstable so that’s why what could I do even if I went. 
(Clinic-12, migrant to Mumbai)  
There were several men who wished to migrate again in the future. They were waiting for their 
health to stabilise and did not want to miss the opportunity of a second chance at improving their 
own future and that of their families. In addition to health concerns, they had to stay mindful of the 
stigma surrounding HIV, and find ways to protect themselves from discrimination based on such 
stigma – even if it entailed compromising their social or economic status. For one man, learning from 
past experiences led to a more cautious approach: he had been sacked by his company after 15 
years of employment following his HIV discovery. After spending two years back at home, he was 
now starting to explore a new job possibility in a different location. He had a contact there who 
knew about his HIV and had agreed to keep it a secret. The factory produced a similar product, but 
the man would have to take a much lower position than he had before (in the earlier factory). This 
time around he believed that it would be good to keep his HIV status secret, and wise to work at this 
new job for a year before he considers transferring his ART centre: 
Well, I don’t really have-  It’s a [private] limited factory, it’s not a government factory. It’s 
casual labour work. If I were to say to you, “Please transfer me”. And when I get there they 
might say, “There isn’t any work right now.” It’s a job provided by baniyas [shopkeeper caste 
group], so there are no guarantees.…. Right? And so they might send me back, or not employ 
me. Then I’ll come back to you, and then you’ll say, “Why do you keep hassling us?” (Clinic-
22, migrant to Hyderabad, Andhra Pradesh state) 
Although respondents believed the ART centre to be a godsend, they never assumed any personal 
right or entitlement to its services. The insecurity that families felt about employment was matched 
by the insecurity that that they felt about their relationship with the ART centre. They were keen to 
please ART staff and to appear to be following instructions correctly regarding maintaining their 
health.  They did not appear to mind that staff often talked down to them and scolded them for 
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saying things that were regarded by staff as a demonstration of being irresponsible or misguided. 
One man I interviewed was planning to visit a ‘tantrik’ (traditional healer) who promised to cure his 
‘AIDS’. Although he was himself still undecided about the wisdom of this because it contradicted his 
biomedical understanding of HIV, he was not going to broach the subject with any of the ART staff 
for fear of being admonished. 
This unequal relationship between medical staff2 and low-income, low literacy patients is the norm 
in the whole country and the unquestioning acceptance of this by patients belonging to this group is 
reinforced by an authoritarian  and paternalistic role played by doctors and other medical staff in 
interacting with them (Datye et al. 2006; Fochsen et al. 2006). In the present setting, patients’ 
keenness to please clinic staff involved not doing anything that could jeopardise their access to ART. 
For some families this included compromising their working lives and livelihood outcomes just to 
avoid asking for any special favours of those they believed to be the gatekeepers of their free 
treatment.  
Consequences for the household and family relationships 
Living with HIV altered family relationships and dependencies. Men had often become financially 
dependent on fathers, brothers or sons depending on their age at diagnosis and what stage they had 
been in the life course. For married women, becoming HIV-positive compounded the negative 
effects of their already low status in their marital household and had profound consequences for 
whether they remained in their marital home or returned to live with their parents. 
HIV is described as being especially cruel because it disproportionately affects the most productive 
sections of society, roughly between the ages of 20-45 years. In Chapter 6, I discussed how migrant 
families viewed migration as their means of livelihood for the long-term. During their time as 
migrant workers, only a few men seriously engaged in agricultural work on their visits home, and did 
not invest much time in exploring employment/economic possibilities based in the village. They 
planned to carry on migrating until they reached their late forties or fifties. In their projections, by 
that time, they would have accumulated some savings, built a house to retire in, paid off all loans, 
married off their daughters (which requires significant expenditure), and their sons would become 
old enough to start earning. Despite the variability within the migration experience in terms of 
employment conditions, remuneration, contact with rural home and so on, the longer the time they 
spent doing migrant work, the greater was the expectation to succeed in safeguarding a better 
protected future for the family. In my sample however, only a minority of respondents had reached 
that goal before they were diagnosed with HIV.  
                                                          
2 In both, public and private sectors. 
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More than half the men/husbands had been living at home for the past 6 months to a few years. For 
many, the medical crises that had resulted in their return from migrant locations had ultimately 
evolved into a situation where they were still physically weak and vulnerable, but their illness was 
now of a chronic nature. Correspondingly, family members had come to the rescue when things 
were critical, but as their illness stabilised, that pure concern was gradually replaced by a grudging 
charity. Although the migrant man and wife helped out in local income-generating activities when 
they were feeling strong, for instance in agricultural jobs, running a family shop, or doing odd jobs in 
the village, this was only enough to meet their basic daily consumption needs.  Furthermore, in 
families where migrant work had taken place over several generations, there were more earning 
members who were still migrants rather than based in the village – therefore the wider family 
safety-net within the village was smaller. For instance, if they had brothers who were migrant-
workers, they preferred to send remittances to their own (marital) families rather than support their 
siblings.  
 One woman talked about how her father-in-law had recalled them back from Mumbai when her 
husband’s health started to fail (they had been diagnosed with HIV 10 years ago at a private clinic in 
Mumbai but had had no contact with a government-ART centre until now).  They believed it to be 
the right decision at the time: 
 It used to be casual work, you only get money for the days you work. If you don’t do it then 
there is nothing. So having thought about all this, we thought, “Let’s go live at home, in fact 
that is better. At least we’ll get a meal once a day then”. (Clinic-31, wife of migrant to 
Mumbai, 35 years) 
However, after nine months of being back at the marital home, relations had started to sour.  
No, [we] don’t have the courage to go back. How can we ask [for the money]? If we planned 
to go and asked [for money], then he’ll hurl so much abuse at us … my father-in-law…about 
the money. When we’re not earning anything then…when we ask him for money to get 
around then he gives us quite an earful. “How many persons’ expenses am I supposed to take 
care of? How many people am I to be responsible for?” But we are also left with no choice. If 
we were well then we could live and work anywhere. (Clinic-31) 
Being supported by their own sons was significantly more acceptable and this was the case for a 
couple of interviewees. This was seen as the natural course of how lives were expected to develop, if 
a bit prematurely, but it somewhat eased the pressure to migrate again. However, most of the 
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respondents had become HIV-infected either before having children or while their children were still 
young.   
Many respondents, male and female, discussed their anxiety over getting their children educated 
and/or married. Marrying off daughters was seen as a major responsibility and preyed on their 
minds.  
I have to die one day, every person has to die, but as long as a person has to think about 
arranging weddings and marriages…that is my one thing, if I could get my daughter married, 
then I’d feel less anxious. There isn’t any concern about the boys, they will manage their own 
affairs. (Clinic-18, migrant to Mumbai) 
They worried about their ability to raise the necessary funds. Also, they were not sure how best to 
protect their children from the social consequences of belonging to a family with HIV, even though 
most respondents had HIV-negative children. They were troubled about the possibility of putting off 
potential suitors because of this.  
The thing about discrimination is, now the thing is, my family is negative. So if I were to tell 
all this, then, now I have two daughters. And men will say 25 bad things about them, won’t 
they? Because, all my [family] is fine, my family is good [HIV-negative]. But still, somebody 
from outside will say, “Oh, if he has it then she will also have it.” (Clinic-26, migrant 
construction worker, multiple destinations) 
HIV infection among wives of migrant men 
The effects of and responses to becoming HIV-positive for women depended on how secure their 
own immediate and long-term future was, both in terms of health and how they were placed in 
terms of family status. As described in Chapter 6, men had adopted migrant work as a livelihood 
strategy in order to strengthen their multi-generational household, with normatively-defined roles in 
place for themselves as primary earners and their wives as primary carers for their children and (the 
man’s) parents. However, when HIV-related illness struck and when migration-based remittances 
stopped, men and their wives both became an overall burden on the household rather than an 
asset.  At this stage, the man’s status was still safeguarded in the family unit but the woman’s ability 
to retain her position was based on the continuation of her role as a caring wife and daughter-in-law 
and mother of dependent children.  
Half of the HIV-positive women were either widowed or separated from their migrant husbands. The 
other half of women were living with their husband and/or husbands’ family (if he was still 
migrating) except for one couple who had moved away from their village home to live independently 
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in Allahabad city. For the widows, the relationship with their husbands’ family was affected by the 
presence of children: in general, having children, and especially sons, strengthened the security of 
their position. Three of the widows lived with their in-laws while one widow had returned to her 
parents’ home while her children remained with her in-laws.  For a couple of women their marriages 
dissolved when they became chronically ill, and they moved back to their natal home. Another 
woman had moved back to her natal home following a fight her husband had with his family over 
money – he dropped her (and the children) off with her parents and went off to Mumbai to look for 
work.  
Women who were relatively healthy and women who were with supportive husbands had similar 
concerns as the men regarding the future. This group even included those widows who felt healthy 
on ARV medication and had stable living arrangements with their natal and/or marital families. 
These women hoped to live long enough to secure their children into jobs and marriages and to not 
be a burden on anybody. 
Now…it’s like we’ve got a new life. We are living a new life. (…)…our children, I’ve asked god 
for just as much time, no matter how long the rest of our life is, but if we could get at least 20 
more years of life, so that we can settle our youngest daughter into her life, and then after 
that, I pray to god, that no matter when you want, you can call me, and I’m ready. Just so 
that we can do something for them. Now our life, whatever we had to live, we’ve lived. But 
now as long as we can care for our children…and then after that, no matter when we die, 
that’s no problem. (Clinic-3, wife of ex-truck driver, 28 years) 
One woman, diagnosed within a couple of years of marriage, even renewed her hopes that she may 
be able to bear children, following her own research efforts about PPTCT (prevention of parent-to-
child transmission) services.  
However, among the women for whom HIV had resulted in marital breakdown, or widowhood in 
combination with declining health, their concerns were only regarding the immediate fragility of 
their own existence. They did not see any way out of their situation and knew themselves to be a 
burden on the family. They were dependent on the mercy of others and for reasons to do with poor 
health, as well as poor education, lack of employable skills and low confidence, they felt ill-equipped 
to even contemplate getting a job or supporting themselves. They felt themselves to be incapable of 
extending their experience of ‘coming back from the dead’ to starting to live a new life. They were 
fatalistic and pessimistic about the future. For instance, one young woman who had moved back 
with her parents after separating from her husband was becoming increasingly frail and could barely 
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carry out domestic tasks such as washing clothes and cooking. Another woman, mentioned above, 
was back at her natal home waiting for her migrant husband to call her to Mumbai. She was looking 
after two small children with the support of her parents, but had no alternative plans in case the 
invitation did not come.  
Structural influences shaping the migration-HIV relationship 
There were some over-arching factors that shaped the relationship between migration and HIV 
beyond those aspects that are inherent to the individual or the household. For example, men found 
it difficult to re-enter the migrant labour market due to the nature of the work itself. The absence of 
secure employment and the lack of family support at migration locations made them feel deeply 
unsure about how to plan their future migration. Direct discrimination based on HIV had prevented 
a couple of men from taking up jobs in the Gulf, while those still in jobs feared dismissal if their HIV 
status was revealed. The following respondent had been diagnosed with HIV the day before being 
interviewed, as part of routine pre-operative screening (he was having surgery on his wrist): 
I: And when you go back, back to the company, then will you tell everybody there? R: 
[clicks to say no] (…) No.(…) Over there, if the [Employer name] company finds out, then 
they’ll throw me out….no, they will throw me out…Over there we get checked over every 6 
months…. (Clinic-7, truck driver in Surat, Gujarat state) 
Medical and lifestyle advice for managing life with HIV were difficult to integrate with migrant work. 
To many of the interviewees, working as a migrant seemed incompatible with the requirements to 
take the ARV medicines on time, eat healthy food at regular mealtimes and boil their drinking water 
(in order to minimise toxic effects of the drugs and susceptibility to infections). As described in 
Chapter 6, men’s shifts at migrant locations were often 12-16 hours long with only short breaks, and 
located some distance away from their accommodation, making the task of such adherence difficult. 
Similar problems were present for those in the transport industry who drove their trucks for several 
hours at a stretch and ate at roadside cafes. One respondent’s husband had tried to go back to his 
trucking job after his diagnosis while he was on ARVs, only to return home when he became sick 
following a failure to take meals and medicines on time.   
The organisation of the treatment delivery of ART was a further structural factor affecting migration 
decisions. With treatment management, there was the issue of needing to report to the ART centre 
every month to receive medicines. Further, ART clinics are only open during working hours, and not 
in the evenings. Collection of ARV drugs requires patients to present themselves every month to the 
ART centre. This has been done to reduce loss to follow-up, as well as to catch cases early when 
treatment is not working.  At every visit, the patient’s weight is measured and recorded and they are 
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given follow-up counselling on the importance of drug adherence. Further, it is meant to allow 
patients an opportunity to consult a doctor or counsellor regarding any medical or psychological 
concerns (NACO 2007b, 2008). Although there is a process by which patients can transfer their 
registration to an ART centre in a different city, this is of limited value in the case of rural-to-urban 
migrant families, as it fails to accommodate for the insecurity of migrant work. Most of the migrants 
did not hold a permanent position at their places of work and were hired on a casual basis, often via 
a contractor. The organisation of long-term access to ART also made them consider their options 
very carefully. 
If I get it transferred and I go in a month, then where will I get a job, and how will I get 
transferred in a month, and will I or won’t I get a job. Who can be sure? …Because it has 
been said, a job in Bombay, and girl from Bombay, neither can ever be trusted!  (Clinic-32, 
migrant to Mumbai) 
They were paid for their daily attendance at work (sometimes they were paid per piece produced), 
and usually were not entitled to sick pay. Self-employed workers, such as taxi drivers, only earned 
money when they worked but would still have to pay for hiring the vehicle (unless they owned it).  
I’ll go back there, back to Delhi. I’ll have to look for work over there. I don’t have enough 
money to set up my own business…I’ll go to some factory…and I’ll do it for a month, or two 
months…Now I have to come here every month. They don’t give enough medicines for 2 
months or 3 months …they only give it for a month. (…) You can get a transfer, but only after 
one finds a good job over there, only then would one consider living there. Only then would it 
make sense to get a transfer. (Clinic-19, migrant to Delhi) 
They had found that although they felt better on treatment, they still had episodes of illness, for 
which they had been grateful to be at home in the care of their family. 
Social protection 
 A minority of respondents came from households with plentiful assets – land, diverse sources of 
income or a large family comprising many earning members. For them, the HIV diagnosis had been a 
shock, but they were relatively cushioned from any long-term effects on livelihood once contact with 
the correct health services had been established. One ex-migrant man fell back to using his 
Brahminical caste membership to resume his pre-migration income-generating activity of conducting 
religious ceremonies in the village. But for the majority, these options were not available. As 
elaborated in Chapter 7 many had incurred huge debts in the course of receiving medical treatments 
before they made contact with the ART centre.  
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…nobody working. And whatever savings there were, they all got finished. In fact, even the 
land that was in our share, we had to sell it, in order to buy the medicines. It cost around 1.5-
2 lakh [150-200k] rupees for medicines. (Clinic-6, truck driver in Madhya Pradesh state) 
Becoming registered at the ART centre reversed some of the damage initially dealt by HIV infection. 
It also transformed the meaning of being HIV-positive from something purely negative to something 
a bit more bittersweet. Set against a background of a seriously-deficient public health infrastructure, 
the fact that central government funding for first line HIV treatment is ring-fenced and the drugs are 
available free made HIV into something of a disease of preference, at least for a few years, 
compared to diabetes or heart disease:  
“We are better than those with sugar [diabetes]. We are better off than those with blood 
pressure. Or whatever other ailments, heart disease, etc, TB, everything…We are much better 
off than all of them.” (Clinic-32, migrant to Mumbai) 
While deriving some comfort from the fact that he felt relatively safe at the time of the interview, 
this man was, however, aware that the drugs could stop working in a few years: 
"I’ll get my son married. Because even my life, sure I take the medicines, but my life is 
incomplete…who knows when, the anti-virus medicines may stop working!...And this much is 
confirmed that after 5 years these medicines stop working." (Clinic-32) 
Yet this fear about future drug failure was not something that was mentioned much by other 
interviewees. Either there was a lack of awareness about the potential for treatment failure, toxic 
effects and so on, or perhaps more likely, they were distracted by more pressing concerns for the 
immediate future. ARVs had made them feel better for now, (and for the pre-ART patients it was 
present as a guarantee for when they start to become sick) and accordingly they had trimmed their 
expectations to hope for a shorter life-expectancy, but one that would allow them to fulfil an 
essential set of ambitions.    
However, most respondents felt dismay at the lack of local opportunity for employment (see 
Chapter 6). Rural-based jobs tend to be labour-intensive and their reduced strength further 
narrowed their employment options. Adding to these restrictions were those based on caste 
affiliations, household status within the village and ‘connections’ with the powerful local elite, which 
prevented people taking up certain jobs, as described in Chapter 6. A lack of leverage with 
instrumental people in the village prevented access to financial support:  
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Rozi-roti [daily bread]…well it’s just like, say someone might ask me to help with some small-
scale construction work, so somebody might say, “Pappu, can you help with some 
construction work. You’ll get 50 rupees.” Or sometimes, I might not get it, but that’s okay. 
Otherwise, like, I have a small-scale shop, so then I’m able to sell goods worth around 2-300 
rupees, and am able to save around 100 to 50 rupees. (...) And also, my father is also ill at the 
moment, and he needs to have dressings done, but the money just isn’t coming in, what to 
say- (...)So all these things are there. Now the thing is, at least now that I’m getting 
treatment from here, so my health is good. And my body hasn’t deteriorated. Work, I keep 
looking for work, if I find some then I think…or, erm, there was one … I was going to get a 
loan for 25,000 rupees. But even that, now it’s been 2 years, but I didn’t get it. Only those 
who have some connections are able to get it. Now, I just don’t have that kind of reach that I 
can get it. Otherwise, I would be able to invest in some project. (Clinic-25, migrant to Surat, 
Gujarat state) 
Lack of money became a big focal point – apart from basic essentials, those interviewed needed 
money to invest if they were to start up any new enterprise, and they needed it to bribe officials to 
be included in any of the social protection schemes run by the government. For instance, one man 
discussed how he was entitled to an ID card that would increase his chances of receiving 
compensation for medical bills, and to aid sending his daughter to school, but when he went to enrol 
he was asked to return with some money to bribe the officials.  
People say to me, “You can get a card made. And all your problems will be solved. Your 
medical expenses will become free.” But nothing comes of that. If you give them money, then 
the card will be made. One needs to pay money for a bribe first. But I don’t have 
money…(Clinic-15, migrant to Mumbai) 
The long term future 
The stage when people are in their working and childbearing ages, can be a time of relative 
optimism, a time when people set long-term goals and aspirations for themselves. However, on 
becoming HIV-positive, expectations of increasing stability are overturned by increasing insecurity. It 
also forces individuals to confront issues that are normally associated with old age, issues to do with 
their physical debilitation and the threat of (premature) death. These age-discordant effects of HIV 
(Mitchell and Linsk 2004) clearly caused anguish to many of the respondents. Those who were still 
frail and sick, and those whose future livelihood strategies were unresolved at the time of the 
interview felt unable to look far into the future, as even their status within the present was under 
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threat. However, those who had resurfaced after a period of uncertainty were now starting to 
explore what their future family lives would be like.  
Having HIV-positive children 
Most of the HIV-positive respondents’ children (of those who had some) had been spared from HIV 
infection. They had become HIV-positive after their childbearing was complete, or in a couple of 
cases, the diagnosis brought it about. Only a small minority, comprising two couples (both husband 
and wife interviewed separately) and one other man had an HIV-positive child each (along with HIV-
negative children as well). One couple had only just found out that their son was HIV-positive and 
had not yet contemplated his future. The others had HIV-positive daughters, and while the couple 
said they would educate their daughter to a high level and ‘keep her at home’ (i.e. she would not 
marry) the other man planned to use his contacts with positive-people’s networks to find an HIV-
positive suitor for his daughter when she was old enough. 
The children themselves were still too young to understand at the time, but their parents were 
anxious about the questions that they would inevitably ask them about the source of their infection 
when they grew up. They felt ashamed and worried about the stigma that their children would face 
in their lives. They were also concerned about how they would cope when they passed away (which 
they expected might happen prematurely). 
Only one married woman, so far childless and with an HIV-positive husband, had a strong desire to 
bear children in the future. She worked at an HIV-support group with close contact with the ART 
centre. She had researched into prevention of parent-to-child interventions and was hopeful that 
she would have an HIV-negative baby in the future. 
Marrying again 
Both of the widowed men in the sample considered the possibility of marrying again. They believed 
that they must find someone who was also HIV-infected and their contact with HIV-positive people’s 
network organisations had given them hope. Another man had successfully married again when his 
first marriage had dissolved following HIV discovery. He had, in fact, met his second wife in the 
waiting room of the ART centre. One widower described how he found living with his brother’s 
family awkward, because cultural norms on gender determined the way in which certain daily rituals 
were carried out:  
But my sister-in-law doesn’t treat me that well. After the food is cooked… now she’s a 
woman, and I’m a man, and we are in a village. If she doesn’t invite me to eat, then I’ll just 
have to stay without eating. And only when I get hungry will I ask for it. But if I have a wife 
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then I’ll get to eat and drink on time, washing clothes, she’ll take care of everything. My 
mother is old now. (Clinic-11, migrant to Mumbai) 
This man had been on ARVs for the past 1.5 years and had started to feel stronger. He owed money 
to his relatives for his daughter’s wedding and wanted to return to Mumbai to drive a taxi as he had 
done before. He wished to start his life again.  
I’ll go for somebody who’s become a widow, like somebody who has HIV, and doesn’t have 
any possibility of having children. Then I could get married to her?...Because this year, at the 
age of 40…these days people, people get married [for the first time]. At a time when there is 
supposed to be a fire burning, it cannot be quenched….(Clinic-11) 
In contrast, among the six women whose marriages had ended (due to widowhood or separation) 
marrying again did not appear to feature significantly. Re-marriage for women is still relatively 
uncommon in India, and not universally socially endorsed. Also, HIV infection plus marital 
breakdown had reduced their status within the marital family (and natal family, if moved back), and 
they did not appear to have accessed support groups such as the HIV-positive people’s network. 
Further, in a couple of cases, going through widowhood/separation and having recovered from 
feeling acutely ill following ARV treatment, had given them an independence and control on their 
lives in a way they had never had before and they had other priorities, largely involving their 
children. For example, this woman had become a seamstress based at her natal home following her 
husband’s death. While her children were still living with her husband’s family, she hoped that in the 
future she could have her own home where she would live with them. 
"So one’s life is in one’s own hands, there are some people who think, “Oh I’ve got this thing 
so I’m going to die”. (…) I want to live with my children then I have to show a bit of my own 
courage and do something. I have to do something to feed everyone. Because, who is there 
now to support us? So I have to think about the future. I’ll only be able to look after my 
children if I do something. And in order to keep my health okay, I take advice from the 
doctor, and take my medication on time." (Clinic-16, widow of migrant to Mumbai, 39 years) 
Discussion 
The principal finding of this part of the research has been that interaction between migration and 
HIV continues along the entire course of people’s lives. At first, migration may increase their 
susceptibility to HIV; however, following infection, this relationship is reversed and HIV starts to 
regulate people’s urgency and ability to migrate for work again. Many of the threats to the long-
term livelihoods of migrant men and their families were not directly as a result of becoming HIV-
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positive but had existed from before. Migration as a livelihood strategy had helped them overcome 
these threats by giving them an alternative means of income. Pausing or terminating migrant work 
as a consequence of HIV had brought them back to a situation that had existed earlier, but it was 
now made worse by the fact that they were weaker, more economically poor and with increased 
needs for the present and the future. Although many thought, consciously or not, they were ‘coming 
home to die’ (Clark et al. 2007; Welaga et al. 2009), making contact with the ART centre changed 
this. But for most, life was now considerably more difficult than before. Individual fears about 
unstable health, tensions within the family, gender inequalities, discriminatory employment policies, 
lack of adequate financial and physical capital (e.g. agricultural land) and social stigma around HIV all 
contributed in significant ways to increase the vulnerability of HIV-infected migrant families and 
threaten their long-term future. HIV infection and the associated sickness and death did not act 
alone in derailing the lives of migrant families – there were many factors that were complicit in the 
disruption caused, and HIV acted to expose and compound their effects.  
Also, many of the effects were as a result of the interaction between HIV and migration, rather than 
of one or the other acting alone. For instance, men had to manage HIV morbidity and the 
requirement for a regular routine with the irregular and exhausting nature of migrant work. 
Women’s continued existence in the marital home came under threat when their migrant husbands 
stopped being productive, became sick or died, or when they themselves became sick with HIV-
related conditions. Men found it difficult to combine monthly ARV collections with migrant work, 
while staying discreet about their status and protecting their already insecure jobs. Staying at home 
for the benefit of home comforts was incompatible with pursuing productive activities that they 
firstly, would have the strength to do and secondly, would give net economic returns. The strength 
of all these effects varied depending on what stage of life individuals were at, whether they were a 
man or woman, how much debt they faced, how much their HIV had progressed (for instance, 
whether they were on ARVs yet) and how large and helpful their support base was at home.  
If national governments are sincere in their commitment to reducing the special risks that migrant 
workers have with respect to HIV they need to extend their programmes to go beyond controlling 
new infections towards providing protection and support to those migrant families who have already 
become infected. There is a moral imperative as migrant families are specially disadvantaged 
because HIV threatens the continuation of their main source of livelihood, which is migrant labour. 
But there is also a public health incentive because if HIV causes migrant families to migrate again, 
despite health and treatment insecurity, and they work in suboptimal circumstances that force them 
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to compromise their health, then they are likely to advance to full-blown AIDS faster despite the 
state provision of free treatment.  
A fast progression towards AIDS could be for a number of reasons such as: adherence failure 
because of the indirect costs of maintaining contact with the ART centre (travel costs, avoidance of 
lost income for ART visit days, migration-based jobs), toxic side-effects as a consequence of poor diet 
or not taking pills at the correct time/dosage and switching to alternative medicine because of 
unpleasant side effects of ART or the promise of a cure (Musheke et al. 2012; Sahay et al. 2011). The 
inequities of the doctor-patient relationship and the need for monthly (or 6-monthly) trips to the 
ART centre could also affect retention in ART programmes. Similar to what has been suggested for 
the DOTS programme for TB control (Fochsen et al. 2006), the top down approach of the ART 
programme for HIV control could reinforce the power imbalance between doctors and patients in 
the long term, unless there is a determined effort to adopt a more patient-centred approach. If 
people are unable to maintain ARV treatment for any of the reasons above, there is also a potential 
for further HIV transmission.  
HIV-positive people require a higher protein and energy intake than healthy people in order to 
maintain their immunity and avoid opportunistic infections (Loevinsohn and Gillespie 2003), but 
economically vulnerable individuals are unlikely to be able to afford to eat high-nutrition foods 
regularly. Only one man in this study faced serious food insecurity, but it is possible that others may 
experience a similar situation if they are unable to initiate or sustain an adequate means of 
livelihood in the future. Of course, HIV does not affect only the poor, but in the long term, it is the 
poor who are likely to benefit only marginally from the free diagnostic and treatment services 
because simply providing them access to diagnostic tests and ARVs may be insufficient for mitigating 
against other major stressors that compromise their long-term prognosis. 
Widening the lens to look at livelihoods and household circumstances allows the chance to see what 
else is going on in the lives of those affected, in terms of the past circumstances of vulnerability and 
the temporality of future expectations. Longitudinal case studies (Russell 2005; Seeley et al. 2008) 
and studying the effects of HIV along the life course has been recommended as important in order to 
identify life-stage specific vulnerabilities to HIV and its impact, and devise nuanced interventions to 
address them (Loewenson et al. 2007). However, such an approach would only tell half the story 
unless vulnerability is examined with a deliberate, methodical and honest review of contextual 
structural influences on individual vulnerability. In the case of rural-to-urban migrant workers in 
India, the lax enforcement of policies meant to protect migrants, the lack of culpability of industry 
employers of migrant labour, the weak public health system with flourishing private health industry 
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existing in parallel, the rigid nature of the ART programme, the failure of rural development 
initiatives to bring prosperity and equity to rural areas, and the continued low status of women have 
all contributed generously to heighten the effects of HIV on migrant individuals and their 
households. Unless there is an inter-sectoral collaboration between government departments that 
can confront all of these issues, it seems likely that migrants are going to continue to have their 
livelihoods harshly undermined by HIV, despite the availability of treatment.  
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Chapter 9: Conclusion 
Introduction 
The aim of this thesis has been to investigate the relationship between circular labour migration and 
HIV risk, and describe how this changes over the life course through an empirical study in northern 
India. The question arose from empirical observations and mathematical models in a range of 
international contexts suggesting that migrant workers act as a bridge population for the spread of 
HIV from high to low prevalence areas. HIV control programmes in India plan to invest more 
prevention resources towards circular migrants and their families at source, during transit and at 
receiving destinations. Although there is ongoing discussion about how the programme will be 
implemented, there has been limited investigation of the processes involved in increasing migrant 
worker vulnerability to HIV – an understanding of which will be critical to the success of the 
programmes.  
To date, interest has mainly been in the way that migration increases the risk of HIV transmission, 
but the interaction is likely to persist once HIV has been acquired. I studied people’s experience of 
circular migration within a particular location in India, including an exploration of the experience of 
migrants and their families living with HIV – starting from events that led them to be diagnosed, 
through to how HIV shapes the rest of their lives, including their subsequent migration trajectories. 
This aspect of the association is important given the central role of diagnosis and treatment in HIV 
control programmes; if migrants with HIV are disadvantaged and less likely to access testing and 
treatment then this could lead to poor health outcomes as well as further transmission. 
In this conclusion I will briefly recap and synthesise the findings, address the strengths and 
limitations of my research, and then discuss the findings in the context of the broader literature. I 
end with implications of this research for public health programmes and for future research. 
Summary and synthesis of findings 
Chapter 1 draws together literature on how circular migration has been found to affect HIV, and 
identifies factors ranging from changes in risk behaviour that are prompted by family and household 
disruption, increased exposure to risk situations and environments of some migrant groups at 
destination, through to more underlying or structural factors such as lack of access to health and 
preventive interventions. No single model of risk pathways could be synthesised from the literature 
due to the variation both of research methods and of the actual nature and contexts of circular 
migration. A similar heterogeneity of methods, definitions and specific contexts also limited the 
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conclusions from Chapter 2, a systematic review of the quantitative association between HIV and 
circular migration. Overall, the majority of studies reported that circular migrants had a higher 
prevalence then non-migrant controls, whether at source or destination; however, the studies varied 
significantly in their characterisation of circular migrants, choice of comparison group and the 
robustness of statistical methods used. They also varied by geographical area, specific nature of 
migration and epidemic phase.  
The importance of circular migration in the epidemiology of HIV is based on the potential of 
migrants to form a bridge population linking higher and lower prevalence areas. In Chapter 3, I 
carried out a secondary analysis of data from a survey of migrants in northern India to quantify and 
characterise this population more specifically. Not all migrants will form such a bridge population; in 
this study, I used a conservative definition: the bridge population were those who reported 
behaviours indicating the possibility of acquisition at destination and then potential onward 
transmission at source (i.e. beyond their spouse). The principal finding was that this bridge group 
were a minority of migrants, about one in five in this study. Interestingly, these people self-identified 
as being at high risk, a finding which could be useful for targeted interventions. Self-identification of 
risk can lead to protective behaviours including consistent condom use (Morris et al. 2000; Sanchez 
et al. 2012) and seeking HIV testing (Dandona et al. 2009; S. Solomon et al. 2006). However, this is in 
apparent contrast to my findings from the qualitative case-study of HIV-positive migrants in 
Allahabad district as described in Chapter 7, who largely came to be tested after a period of 
prolonged symptoms and ineffective treatments to relieve those symptoms. However, I did not 
consistently ask my interviewees about their self-perceived risk before they were tested, and this 
area could be explored in further research. A lack of awareness or self-perception should not be 
assumed; instead, studies should explore the relative influence of self-perceived risk of HIV 
compared to other factors that deter early testing such as those described in Chapter 7, deterrents 
that are related to the organisation of work and migrants’ access to health care.  
In Chapter 3 I also found that currently active migrants (in the previous 12 months) were less likely 
to fall within the bridge group population than returned migrants. It was not possible to explore this 
further within the dataset, but the finding deserves further exploration. For instance, it may indicate 
that recent HIV awareness programmes for migrant workers (available to active but not returned 
migrants) have been successful in reducing risky behaviour; if this is the case, the processes involved 
in achieving that change need to be explored and articulated. However, given the diversity of 
behaviour whereby migrants may be away for periods ranging from two months to two years at a 
time (Chapter 6), it is possible that the 12-month reference period used to separate active and 
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returned migrants in the survey may be rather crude and should to be interpreted cautiously. It also 
affects the reliability of estimates for scale of the circular migration in Chapter 4. In Chapter 3 I also 
established that younger men were significantly more likely to be in the bridge population than men 
in the oldest age group, a finding that is echoed in the qualitative findings from Chapter 6: younger 
migrant men participated in collective and individual risk-taking that involved drinking and physical 
relationships in both destination and source areas. However, once again caution needs to be 
exercised in the interpretation of age as a determinant of risk behaviour from the quantitative 
analysis. Age is not always accurately reported as I described in Chapter 5, when rural-based 
respondents were uncertain about their current age.  
The case study covered in Chapters 4-8 provides further insights into factors affecting risk. In 
Chapter 6, I demonstrated the variation in risk depending on the specific characteristics of migration, 
including type of work, duration and destination as well as on the family and household situation of 
migrants including the biographical stage at which they migrated. Some working conditions and 
locations offered greater opportunities for sex, for example truck drivers or those living and working 
in urban metropolises, as opposed to those working in remote industrial estates or when migrants’ 
living and working conditions were quite tightly controlled with comparatively few opportunities for 
risk-taking.  
The frequency of returns home and length of migrant periods were influenced by the stability of 
migrants’ employment as well as their household situation in the village (e.g. marital status and 
presence of children, household composition and dependencies, presence and age profile of 
siblings). Migrant men often described their work as difficult and exhausting, the terms of their 
employment (unless self-employed) were often unspecified and insecure and they suffered from 
loneliness and discrimination at destination; however, these conditions improved over time for 
those who gained a stronger foothold at migrant destination. On the other hand, migrants’ earnings 
won them increased social status back in the village. Meanwhile, both migrant men and wives of 
migrant men reported considerable levels of non-spousal sexual activity in the village, independent 
of the migration status of the men. This suggests that the assumption that the risk from migration is 
largely from migrant men (beyond the initial introduction of HIV in the source area) needs to be 
challenged and researched further.    
Interviews with people with HIV, analysed in Chapters 7 and 8, showed that the interaction between 
migration and HIV continued after HIV-infection and shaped the life course of migrants and their 
families. Thus migration affected both risk-taking and health-seeking behaviour. Aside from a small 
number of examples where HIV was diagnosed through routine screening (pre-operative or pre-
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emigration), being a migrant worker, or wife of one, appeared to delay contact with HIV-services, so 
that many were diagnosed late with critically low immune levels and severe physical degradation 
(Chapter 7). These delays were only partly to do with low awareness levels about HIV. For migrant 
men the unstable and informal employment contracts often bonded them to their labour making it 
difficult to visit a doctor during working hours or take sick leave. Unpleasant and unsanitary working 
and living conditions made migrants prone to regular bouts of sickness; therefore, even when they 
were experiencing prolonged HIV-related morbidity they retained their ‘sticking plaster’ approach to 
health, which involved relieving symptoms quickly, and relied on conveniently-located and 
inexpensive private clinics (which also stayed open outside their working hours). Similar to male 
migrants in other settings (Siu et al. 2012), these men also felt the pressure of social expectations to 
provide economic support to their families in the village. Migrating for work was the main 
component of their long-term strategy of adaptation and accumulation for the household and 
therefore they resisted all threats that could end it prematurely for as long as they were physically 
able – they returned to the village only when they became too incapacitated to work. They were 
eventually diagnosed with HIV when there was a financial or medical emergency. Either all their 
savings were exhausted or their health took a precipitous downturn and private clinics could not 
help, which led to a visit to a general (public sector) hospital where they were linked to HIV services. 
Wives of migrants were diagnosed following the diagnosis (or death) of their husbands. For them, 
barriers to accessing HIV care early stemmed from low levels of autonomy within the marital home, 
made worse by the absence of their migrant husbands. The resultant inequality in access to health 
services and unequal social relations between men and women meant that some men had been able 
to delay disclosing their HIV-positive status to their wives. Medical staff admitted to using threats in 
order to get some men to bring their wives to be tested.  
This desire to keep HIV status unknown by delaying testing (or undisclosed, if tested and found to be 
positive), was significantly related to the moral connotations of being HIV-positive. Having HIV made 
people feel exposed to social prejudice, regardless of whether it was actually experienced; they felt 
that the infection symbolised socially-deviant behaviour and did not wish to draw attention to it in 
case it led to a reduction in material and social support from various members of their social 
networks. Keeping a positive result secret was also a practical matter of survival as men feared 
losing their jobs due to HIV-related discrimination. Such stigma may also delay initial testing for fear 
of a positive result, and this was reported to be the case by HIV service providers.  
The longer-term vulnerability of migrant workers and their families was revealed in their attempts to 
navigate their lives following HIV diagnosis (Chapter 8). The experiences of respondents were by no 
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means uniform; variation within the ‘migrant’ category remained even at this stage, where some 
migrants were more resilient to the fallout from being HIV-positive than others. One of the best 
predictors of how people coped with the diagnosis and resultant changes was how buffered they 
had been against potential calamity to begin with. A minority had strong financial support from kin 
or socially-entrenched status advantage based on caste and class in their native village to fall back 
upon – for them migrant work had been a useful but not essential choice of livelihood. But for the 
majority, migrant work was their main, or in some cases only, form of livelihood and HIV put the 
ability to continue under direct and permanent threat. Most of the migrants had worked in unskilled 
or semi-skilled jobs – their physical bodies were all they had to offer in return for a livelihood and 
HIV had attacked and weakened that very asset. They found themselves re-visiting the stage of their 
life course when they had first decided to migrate for work. However, they now faced serious 
economic debt incurred over the long period of illness, significantly reduced physical strength and an 
inflexible treatment regimen.  
Men felt anxious about their ability to accommodate the HIV-positive lifestyle prescribed to them 
under the conditions of migrant work; they were also apprehensive that their reduced strength and 
increased likelihood of sudden illness compromised their ability to find well-paid work or even to 
retain a job. Such concerns discouraged them from wanting to transfer their registration to the 
destination location, even if it meant making monthly trips back to Allahabad to collect the drugs. 
For wives of migrants, HIV infection destabilised their position in the marital household. Their 
immediate and long-term future was determined by their own health and status within the marital 
family – if they were not unwell and/or their husband was still alive their concerns and crises were 
similar to that of their husbands. However, widowhood, especially in the absence of children could 
mean a return to their natal home. For both migrant men and wives of migrants, the costs of 
monthly travel to the city to collect ARV medication and maintaining a high-nutrition diet in their 
circumstances of debt and depleted income made them anxious about being able to sustain 
adherence to treatment and they felt intensely fearful about their long-term prospects.  
On the basis of these findings, my key conclusions can be summarised as:  
1. The association between circular migration and HIV continues over the life course and 
shapes the lives of migrant families. The dynamic and complex interplay between migration 
and HIV affects risk of acquisition and transmission, risk of delays in diagnosis following 
infection, risk of loss to follow-up between initial diagnosis and treatment, risk of delays in 
starting ARVs and the risk of failing to adhere to ARVs in the long-term or maintaining a 
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lifestyle necessary to stay well with HIV.  Importantly, all of these may adversely affect the 
individual, in terms of poorer health outcome, and population control of HIV.  
2. There is variation in how the migration-HIV association affects different people; this 
variation is based on differences at the levels of structural context (e.g. geographical area, 
type of work, access to healthcare), household and family context (e.g. biographical stage at 
migration, presence of dependents, household financial situation) and individual factors (e.g. 
age, health status). However, observed associations between migration and HIV are merely 
symptomatic of wider social, structural and political issues about the status of migrants in 
society.  
3. The vulnerability faced by migrant families in this research was often as a consequence of 
norms existing in society. Social norms, for example those used to structure society 
hierarchically along lines of caste, class and gender influenced people’s differential access to 
information, livelihood options and medical care, and institutional norms at migrant-
employing organisations denied migrant workers their rights to stable employment, safe and 
sanitary housing and healthcare support. In order to deal effectively and sustainably with 
the challenge of HIV prevention in socially marginal communities such as migrant workers, it 
is important to therefore recognise that it will involve engaging with political and social 
values that may not be universally-held across different sections of society (Parkhurst 2012).  
 
Study strengths and limitations  
In this thesis I have provided a quantitative understanding of the migration-HIV relationship that 
critically reviews the variation existing within the category of migrant. In doing so I have 
demonstrated that the details of migration may be more important in explaining risk than migration 
itself. The qualitative case study provides strong insights into the complex interaction between 
migration and HIV, how it varies across different people and contexts and across different 
biographical stages. If migrants are at increased risk of HIV infection and suffer sub-optimal 
outcomes following infection it is not because of an inherent proclivity towards sexual risk-taking 
and poor health-seeking behaviour. A strictly epidemiological or clinical approach runs the risk of 
pathologising migrants, and directs attention away from deeper societal pathologies to do with the 
inequity and the denial of citizen rights (Tam 2006) – recognising this early on in my research was 
essential towards gaining an honest and comprehensive understanding of the migration-HIV 
relationship within my study settings. 
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However, there are a few important limitations to this study. Firstly, the quantitative and qualitative 
components of the research investigating migration-related sexual behaviour were based in 
different locations: the behavioural survey that I used for my quantitative analysis was carried out in 
Azamgarh district whereas my qualitative fieldwork was in Allahabad district. My original intention 
had been to use survey data from a planned local project however, as mentioned in Chapter 5, the 
funding for this project was stalled and the project closed. Fortunately, I was able to identify another 
dataset from a comparable population in Azamgarh. However, the use of an existing quantitative 
dataset which was designed and collected by other researchers, limited the analyses that were 
possible.  
The second limitation is related to my choice of research method used and time taken during 
primary data collection: the case study is based on interviews conducted during the fieldwork. 
Interviews are notorious for being sensitive to social desirability bias, and relying on this kind of data 
can lead to undue emphasis on “how people ‘see things’ and ignore the importance of how people 
‘do things’” (p.105)  (Silverman 1998). To guard against this I therefore placed the subjective 
‘realities’ that my subjects narrated to me against broader understandings of context derived from a 
range of academic and non-academic sources. I also kept a field diary of my observations within the 
study settings that helped to refine my interpretation of interview transcripts.  
The third limitation relates to time; I have tried to create life histories on the basis of single 
interviews conducted over six months. The transient availability of visiting migrants in the villages 
and the desire for single-contact only by most HIV-positive interviews prohibited me from further 
interviews. The life course approach  (Ben-Shlomo and Kuh 2002) may be able accomplish more 
objective perspectives on the relationships between exposures people face at different biographical 
stages and the likelihood of different outcomes. Indeed, these  have recently been recommended 
for studying migrant health (Spallek et al. 2011). In order to accommodate PhD timetables, I sought 
to achieve a life course approach-inspired result by looking at migrants at three different stages in 
their lives: during migration when they are not affected by HIV1; the period before and up to their 
diagnosis and possible treatment initiation; and the period after diagnosis and registration with HIV-
services when they were attempting to resume their lives.   
Finally, there is the question of how generalisable the results from a small case study can be. There 
are two kinds of generalisability with qualitative research – empirical generalisability, also called 
transferability or external validity (to borrow from quantitative terminology) which is concerned 
with the application of findings from one qualitative study to populations and settings beyond the 
                                                          
1 Although one cannot rule out the possibility that not all were HIV-negative, they may just not know. 
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sample of the study; and theoretical or conceptual generalisability, which is to do with the 
generation of theoretical concepts or ways of thinking about the world that could be of wider 
application (Green and Thorogood 2009). Although this research was based in one treatment centre 
and two villages in a particular North Indian district, the participants had all been migrants at some 
point, so they were multi-locational to begin with. Beyond that, the themes that emerged, to do 
with the interaction between migration and HIV, operating at several levels and evolving as people 
pass through various stages in the life course, are applicable to migrant workers (male or female) in 
similar circumstances anywhere in the country, and beyond in places where migration patterns, 
health system organisation and social organisation are similar. This research has also shed some light 
on a conceptual understanding of how people act when they are faced with only a small set of 
compromised choices. It is also an illustration of how policies that seek to reduce risks from a 
particular threat (e.g. free ARV treatment) may fail to have a strong positive effect if they ignore the 
contexts that create inequalities in accessing the benefits of those policies.  
Discussion 
Krieger (Krieger 2008) warns against the continuing use of the words ‘distal’ or ‘upstream’ and 
‘proximate’ or ‘downstream’ in public health discourses because they tend to suggest degrees of 
causality, where proximate determinants are understood to have a direct and measurable effect on 
the outcome while distal determinants have diffuse effects that are not testable, and more 
importantly, not very amenable to be used in the development of clearly-defined public health 
policies. Structural and social forces have been understood to be of major significance in 
determining the spread of HIV for the last two decades (P. Lurie et al. 1995; Poundstone et al. 2004; 
Shahmanesh et al. 2000; Sumartojo 2000; Sweat and Denison 1995; Tarantola 1995). Strategies that 
rely on individual agency make the assumption that individuals have considerable autonomy to 
make decisions and act on their choices. On the other hand, structural approaches view individual 
agency to be moulded by forces beyond their control (Blankenship et al. 2006; Hankins and de 
Zalduondo 2010; Tawil et al. 1995). Structural interventions therefore, direct their focus towards 
“…core social processes and arrangements – reflective of social and cultural norms, values, 
networks, structures and institutions – that operate in concert with individuals’ behaviours and 
practices to influence HIV epidemics in particular settings” (pp. 2-3) (Auerbach et al. 2011). 
The limited long-term success of individual behaviour-change based approaches in the prevention of 
HIV has driven researchers and programmers to admit unequivocally to the complexity of the 
epidemic (Piot et al. 2008), and move on to the next phase of programme planning. Indicative of this 
cultural shift in public health practice, structural-level approaches targeting social and structural 
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vulnerability of individuals and groups are being increasingly promoted, either on their own or 
combined with biomedical and behavioural approaches, as in ‘combination prevention’2 (Hankins 
and de Zalduondo 2010; Kurth et al. 2011; UNAIDS 2010). The National AIDS Control Organisation 
(NACO) in India is also adopting this change. In many ways, even the recognition of migration as a 
process that increases vulnerability towards HIV is a clear acceptance of the significance of structural 
factors in HIV transmission.  More specifically, in the latest version of NACO’s policy and operational 
guidelines for interventions targeting migrant workers, in addition to their standard package of 
raising HIV awareness and increasing migrants’ access to HIV prevention and treatment services, 
they plan to take steps towards producing an ‘enabling environment’ for migrant workers and their 
families, at destination, transit and source locations (NACO 2010, 2011). This entails linking migrants 
and their families to key stakeholders for advocacy purposes and with existing government social 
protection schemes such as those providing employment support and pensions, healthcare support, 
child health and immunisation. Additionally, given that high levels of circular migration occurs 
through the contract labour system (Saggurti et al. 2008) a model has been proposed to use labour 
contractors’ extensive access to migrants and their families (at source and destination) for 
intervention purposes. Labour contractors and recruitment agencies could be used for planning, 
implementing, monitoring and evaluating migrant interventions. Ultimately, the expectation is that 
this would encourage community mobilisation among migrants, and eventually move these 
interventions towards being ‘community led and owned’ (NACO 2011).  In line with one of the core 
strategies of NACP-IV, migrant HIV interventions are to be integrated, as far as possible, with general 
health services3 .  
Implications for policy 
Awareness about HIV and HIV services, and perception of one’s own risk can increase protective 
behaviour and therefore a large part of NACO’s intervention programme for migrants involves 
dispersal of information and condoms. However, I found that factors that made migrants vulnerable 
to HIV in the first place were similar to those that prevented them from accessing and benefitting 
from HIV prevention and treatment information and services. This finding is especially important in 
the light of a recent development in prevention research, and the widespread enthusiasm it has 
                                                          
2 UNAIDS defines combination prevention programmes as “…rights-based, evidence-informed, and 
community-owned programmes that use a mix of biomedical, behavioural, and structural interventions, 
prioritised to meet the current HIV needs of particular individuals and communities, so as to have the greatest 
sustained impact on reducing new infections…”. For the full definition please see: UNAIDS (2010) 
3 However, NACO expects this to pose a greater challenge at destination areas (compared to source) because 
migrants are ‘non-locals’; they may not have access to general (public) health services. Proposed alternatives 
(and additional strategies) for accessing migrants at destination are workplace interventions and public-private 
partnerships.   
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generated.  Following on mathematical modelling studies and smaller-scale trials, the HPTN 052 
multi-country trial found that among heterosexual discordant couples, there was a 96 per cent 
reduction in transmission of the virus if treatment with antiretroviral drugs was started early for the 
HIV-positive partner (Cohen et al. 2011). On this basis, it has been suggested that frequent HIV 
testing with immediate initiation of ARVs to those testing HIV-positive could profoundly curb 
transmission. These results have come to symbolise a so far unparalleled potential to rid the world 
of HIV, leading to talk about ‘the end of AIDS’ (Economist 2011; Sidibe 2012).  However, translating 
this ‘science’ into practice in particular real life settings and populations is likely to meet with some 
of the same obstacles as have been present for more traditional individual-level preventive 
approaches. Also, a return to what is essentially a biomedical, individualist approach whereby the 
epidemic is ‘remedicalised’ (Nguyen et al. 2011) risks destabilising the recent shift in public health 
research and practice towards investing in structural solutions to HIV prevention and treatment.   In 
my research I found that even with the development of AIDS-related symptoms, crippling losses of 
income and widespread availability of free antiretroviral treatment the pathways to testing and 
treatment for migrant families were long and convoluted. The reversal of the migration-HIV 
relationship whereby HIV infection compromised the continuation of migration as a livelihood 
strategy in turn threatened the continued adherence of HIV-positive migrant families to ART. The 
implementation of universal testing and treatment is likely to be even more vulnerable to the 
complex structural, social, economic and individual determinants of access and adherence, 
especially since unlike vaccines, this approach requires repeated interaction between health care 
services and people at risk. In addition to this there are challenges of cost and infrastructure, factors 
that are of major significance in developing world settings such as India. Shifting international 
commitments and funding cuts to HIV programmes and fierce campaigns by pharmaceutical 
companies to halt the production of generic drugs are also major issues (OXFAM 2012; S. S. Solomon 
and Solomon 2011). 
Some smaller-scale changes to the delivery of HIV services could have significant positive effects. For 
instance, HIV testing and treatment centres (ICTCs and ART centres) should stay open for longer and 
more convenient hours. These centres may need to hire more staff so that they deal with the daily 
traffic of patients more effectively. All ART centres in the country should be linked electronically so 
that people can collect their monthly medication from whatever large city they are closest to, 
perhaps using a unique ID card. Travel coupons for monthly collection of ARVs may help to reduce 
patient attrition or gaps in treatment for those who struggle to meet transport costs.   
Chapter 9: Conclusion 
225 
 
However, major structural changes in migrant-employing organisations are called for, such as a 
nationally-authorised and mandated recognition of migrant workers’ rights such that they are 
entitled to sick leave, their employment is protected and their living and working conditions 
improved and maintained at decent standards. In 2010 the National Coalition for Migrants’ Rights 
and Security was set up, which is a coalition of civil society organisations, activists, researchers and 
academicians. They plan to work with the public, government ministries and the industrial sector in 
order to seek “full labour, livelihood, civil and human rights of migrant communities in India” 
(Samarthan 2010). Partnering with this and similar organisations would also allow NACO to deliver 
HIV programmes more effectively and sustainably as they would become part of a larger movement 
towards improving the status of migrant workers in India. Similarly, providing livelihood support for 
migrant families affected by HIV could encourage migrants to seek testing and treatment early, and 
(ideally) resume their employment without catastrophic losses of health and savings.  
NACO’s migrant intervention policy mentions community mobilisation as a possible strategy (NACO 
2010). Community mobilisation has been a favoured and successful approach in intervention 
programmes directed at female sex workers (FSW) in India. The Gates’ funded Avahan programme in 
six states in India used the community mobilisation model from the Sonagachi HIV-AIDS Project in 
Kolkata (de Zoysa and O'Reilly 2012; Evans et al. 2010; Jana et al. 2004) on FSWs in their programme 
areas. They found it a powerful approach at getting impressive levels of coverage and promoting 
behaviour change in a sustainable way. Using this approach for other vulnerable groups such as 
migrant workers is an attractive option; however, identifying what would be the collective identity 
behind mobilising them as a community needs careful thought. With regard to community 
mobilisation strategies among FSWs, it has been pointed out that the forces driving the unification 
of FSWS as a community, or even their identification as a community are not a product of their 
common disposition of being vulnerable to HIV but because of shared experiences of social 
marginalisation, police atrocities, violence and discrimination in exercising their rights as citizens 
(Jana 2012). Further, FSWs share an occupational identity, and this has been intrinsically important 
in their mobilisation (Lambert 2012).   
Transferring the community mobilisation model to migrant workers may require multiple models 
building on different support networks available, at destination and source locations. On the basis of 
my findings, I would expect some networks to be more supportive than others: for example those 
based on caste, kin and friendship are likely to have greater within-group trust and equality. The 
creation of communities of wives of migrants at rural origin should also be explored as it has the 
advantage of having its members based in one physical location. If wives of migrants could be 
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mobilised with a view to making them more informed about the risk to their families’ health from 
migration, it would also lie within women’s socially-valorised role as primary carers within the 
household. Of course, gender and generational norms and social relations between different 
socially-defined groups may inhibit the creation of such all-female communities. It may be that 
similar to men, pre-existing collective identities such as those formed along shared caste or kinship 
may be more significant, even to women themselves, than their status as partners of migrant men. 
Sponsoring labour contractors as networking agents to connect migrants within particular migration 
streams seems practical; however, given the unequal and often exploitative relationships between 
contractors and their recruits, building trust across these power relationships may prove to be 
challenging.  
Implications for future research 
The data used in this thesis was based on rural-to-urban circular migrants recruited from source 
areas. Information about their experience of migration was built on their narrative accounts rather 
than empirical observations. It would be useful to carry out research at migrant destinations to 
follow up on some of the results in this thesis. Although there is a significant amount of published 
research on migrants’ sexual behaviour during migration (as described in Chapter 1), these studies 
are usually about migrants drawn from a number of different source areas. Tracking migrants from 
the same source area but who migrate to different destinations and work in a range of occupations 
would offer a unique opportunity to compare to how different migration settings affect vulnerability 
to HIV, access to HIV prevention methods and patterns of health-seeking behaviour for particular 
cohorts of young men drawn from the same rural context. Life course methods could be used, as 
mentioned earlier, to follow migrants from their first migration onwards, with annual or biannual 
updates on their employment, health, financial status, living arrangements and (current) future 
plans. The boom in mobile phone technology in India has meant that every migrant worker has 
access to a mobile phone and therefore a project that requires study subjects to be traceable on a 
regular basis may not be unfeasible.  
More research needs to be carried out on the sexual networks and practices of rural communities in 
India. Although most of the existing evidence from epidemiology and social scientific research (with 
notable exceptions, such as (Halli et al. 2007)) suggests women in rural India are too socially-
constrained for there to be much heterosexual activity outside of marriage, this did not seem to be 
the case from the interviews I conducted in rural areas. There may be a cultural shift underway, 
influenced, among other things, by the penetration of cable television into rural homes or indeed, 
contact with urban culture via migrants. It may of course be that researchers have so far 
underestimated the scale of sexual networking in rural villages. Some of the respondents reported 
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that mobile phones had made it easier to arrange private meetings for sex, and had changed the 
way boys and girls (and men and women) interacted in the village.  
On interviewing and observing staff working at HIV testing and treatment centres, I encountered 
some discrepancies between how they delivered services and NACO’s guidelines and directives 
about how these should be delivered. Some of these were simple changes to adapt to local 
conditions; however, some stemmed from irrevocable differences between the official advice and 
the staff’s own views on the best way to achieve favourable outcomes, which were based on their 
own experience of providing HIV services. For example, staff found it difficult to convey information 
about the sexual transmission of HIV in an objective manner; the moral subtext of having a sexually-
transmitted infection affected both their delivery of information and the way it was received by the 
patient. Staff used coercion to encourage men to have their partners tested, and carrying out HIV 
testing without the patient’s knowledge was not uncommon4. These approaches do not necessarily 
indicate malpractice, rather there appears to be a lack of understanding at the policy level of the 
contexts in which people approach HIV testing and treatment, and therefore insufficient guidance 
on how to deal with such situations.  
There is undoubtedly going to be variation in service delivery across HIV clinics in different parts of 
the country based on differences in the quality and availability of infrastructure, staff and medical 
supplies. For example, a study comparing the ART services across two states in India found that the 
one where the ART programme was built on a foundation of community mobilisation campaigns and 
a high level of interest and ownership by district and state health authorities showed better patient 
outcomes (in terms of pathways to care and ease of access) compared to the one where the 
programme was “initiated more tenuously through islands of NGO and PLHIV network initiatives in a 
sea of public sector indifference towards the programme” (Kudale et al. 2010). The situation at the 
ART centre in this study fits the latter description. HIV-positive respondents in this thesis were 
receiving HIV services in a vertical and compartmentalised way that did not integrate even with their 
other health concerns, let alone the wider context of their lives. Under these circumstances, the 
influence of private health practitioners, family members and others outside NACO-sponsored clinics 
can become significant in determining the care trajectories of HIV-positive people, and therefore 
needs to be studied in some detail.  
                                                          
4 As part of the local ethics application I had to prepare an additional consent form for the companion of the 
person receiving ART who may not themselves know what they were being treated for. In the event, I did not 
have to use this form in my fieldwork.  
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Appendices 
Appendix 3.1 - Creating the table (Table 3.2) showing migrant men’s initiation and 
continuation of sex with NS partners between places of origin and destination 
 
This was carried out by initially looking at when migrants reported having sex with a NS partner for 
the first time in each particular location. Locations were divided into the following:   
 Origin, before migration 
 Destination 
 Origin, on return trips home (but not current trip) 
 Origin, during current trip 
The first time in the sequence of questions a respondent says they had sex with a NS partner – that 
location becomes where they initiated sex with a NS partner. On this basis, the sample divides into:  
 those who never had any NS sex,  
 those who initiated sex with a NS partner at origin, and  
 those who initiated sex with a NS partner at destination. 
If respondents reported having had NS sex again, further along in the questionnaire, then that 
location(s) become where they continued to have NS sex.  Thus, the latter two groups are then 
further divided on the basis of if/where the respondent says they had NS sex again and this provides 
information on the continuation of NS sex during migration, having initiated it in either origin or 
destination location. All those men who continued to have NS sex at both locations, having initiated 
NS sex at either origin or destination, were included identified as the “bridge population”. Thus, the 
bridge population of men was composed of69: 
o those who initiated NS sex at origin and continued to have NS sex at both destination and at 
later visits to origin and, 
o those who initiated NS sex at destination and continued to have NS sex at destination and at 
later visits to origin 
 
  
                                                          
69 For SPSS syntax, please see Appendix 3.2 
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Appendix 3.2 - SPSS 19 syntax for the identification of the bridge population 
 
DATASET ACTIVATE DataSet1. 
COMPUTE sexplcW=0+((qj901=1)*1)+((qj901 ~= 1 & qj902=1)*2)+((qj901 ~= 1 & qj902 ~= 1 &  
    (qjq903=1 | qj904=1))*3)+((qj901=2 & qj902=2 & qjq903=2 & qj904=2)*4). 
COMPUTE sexplcWOr=sexplcW=1 | sexplcW=3. 
COMPUTE sexplcWOr1=sexplcW=1  & qj902= 1.. 
COMPUTE sexplcWOr1a=sexplcWOr1 & qjq903=2 & qj904=2. 
COMPUTE sexplcWOr1b=sexplcWOr1 & (qjq903=1  |  qj904=1). 
COMPUTE sexplcWOr2=(sexplcW=1  & qj902=2 & (qjq903=1 | qj904=1))  | (sexplcW=3  &  qj902=2 &  
    (qjq903=1 | qj904=1)). 
COMPUTE sexplcWOr3=sexplcW=1  & qj902= 2 & qjq903 = 2  & qj904=2.. 
COMPUTE sexplcWDes=sexplcW=2. 
COMPUTE sexplcWDes1=sexplcW=2  &  qjq903=2  & qj904=2. 
COMPUTE sexplcWDes2=sexplcW=2  &  (qjq903=1   |  qj904=1). 
EXECUTE. 
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Appendix 3.3 - SPSS 19 syntax for calculating condom use in the bridge population 
Consistent condom use at destination (values obtained for each then divided by n=127): 
COMPUTE ccuseDes=qj902b = 1 | qj902e = 1. 
FREQUENCIES VARIABLES=ccuseDes.  
Consistent condom use at origin: 
COMPUTE ccuseOrig=qj903b = 1 | qj903e = 1. 
FREQUENCIES VARIABLES=ccuseOrig 
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Appendix 3.4 - Checking internal validity of the outcome variable 
The outcome of the analysis was binary: belonging or non-belonging to the bridge population, as 
defined by whether or not they practised non-spousal sex in both locations (origin and 
destination(s)). As described in section “Defining the bridge population”, this sub-group was 
identified from a table (Table 3.2) examining the initiation and continuation of non-spousal sex in 
the respondents’ migration history. Table 3.2 was similar to a table in a previous publication 
{Saggurti, 2011 #530} (Table 4) based on the same dataset where the authors separately looked at 
choices of sex partners made by respondents at different times and locations. They then combined 
their results to create a final column looking at frequencies of sex at different time-locations with 
‘any partner’. The internal validity of the derivation of the outcome variable was tested by 
comparing the percentages in Table 3.2, against those in the ‘any partner’ column of the table 
presented in this publication, using Pearson chi-squared tests for statistical significance. The result 
was non-significant, therefore there was no statistically significant difference between the two sets 
of percentage values.  
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Appendix 3.5 – Survey questionnaire used by the Population Council in Azamgarh district 
 
ASSESSING THE RISK SEXUAL BEHAVIOUR AT THE 
NATIVE PLACE OF MALE MIGRANT WORKERS AND 
EXAMINING THE LINKS WITH HIV RISK  
  
POPULATION COUNCIL/GATES  
CONFIDENTIAL FOR RESEARCH PURPOSE ONLY  
  
Q. DATEINT 
Date of Interview 
      Day (number 1-31) ______ 
      Month ____________ 
      Year _____________  
Q. Starttime 
      ENTER START TIME (24 HOUR TIME HH(full stop)MM) 
      HH.MM ___  
Q. A01 
Interviewer's Code 
      Code ___________________________________  
Q. A02 
Interview Number 
      Number ___________________________________  
Q. NAMEINT 
Name of the interviewer  
      Name __________________________  
  
S. Interviewer's statement: 
MAIN %QNAMEINT_1%, NEIN UTTARDATA KO IS INTERVIEW SE 
HONE WALEY FAYDE AUR NUKSHAN KE BARE MEIN BATA DIYA 
HAI AUR UNKI JO BHI SHANKA IS SANDARBH MEIN THI USEY 
BATA DIYA HAI. I, %QNAMEINT_1%, have explained to the subject 
the procedures to be followed in this study and the risks and 
benefits involved, and have answered any questions that he/she 
has.   
Q. startadv 
Please hit next 
       Advance  
Q. AO3 
Districts/Sate 
       Prakasham (A.P) [Goto question QA04] 
       Azamgarh (U.P) [Goto question QA05]  
Q. A04 
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Tallukas (Prakasham) 
       Marakkapura [Goto question QA06] 
       Giddalur [Goto question QA06] 
       Kavali [Goto question QA06]  
Q. A05 
Tallukas (Azamgarh) 
       Lalganj 
       Phulpur 
       Maharajganj  
Q. A06 
Aapki Umra Kya hai (purey Varshon mein)/How old are you (in 
completed years) 
      Age ___________________________________  
Q. A07 
Kya yah aapka mool sthan hai/Is this your native place 
       Yes 
       No [Goto question Qthanks]  
Q. A07a 
Kya aap abhi paise ke liye kaam kar rahey hain/paiAre you currently 
working for money? 
       Yes 
       No [Goto question Qthanks]  
Q. A08 
Kya aap paise kamaney ke liye apney mool sthan se bahar gaye 
hain/Have you moved out of this (native) place to other state for work? 
       Yes 
       No [Goto question QA09]  
Q. A08a 
Aap apney mool sthan par wapas kab aaye?/How long ago you came 
back to this place? 
      Number of months ago ___________________________________  
Q. A09 
Uttardata ki sthiti/status of the respondents  
Note this is for record of the investigator. Record the status from 
QA08. 
       Non-migrant 
       Long term return migrant 
       Short term return/transit migrant  
Q. sec1 
SECTION 1 PROFILE OF RESPONDENTS  
UTTARDATA KI PRISTHABHUMI  
Please hit next 
       Advance  
Q. A101 
Aapney kahan tak padhai ki hai?/What is the highest grade you have 
completed until now? (0 for no school and 95 Informal School) 
      Highest grade ___________________________________  
Q. A102 
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Aapki Vaivahik Sthiti Kya hai/What is your current marital status? 
       Unmarried [Goto question QA108] 
       Currently Married 
       Married but Gauna not performed 
       Separated [Goto question QA106] 
       Deserted/Divorced [Goto question QA106] 
       Widowed [Goto question QA106]  
Q. A103 
Kya is sthan par aapki patni aapkey saath rahti hai?/Is your wife 
staying here with you at this place now? 
       Yes [Goto question QA106] 
       No  
Q. A104 
Yadi Nahin toh kitney samay se aap apni patni key bina rah rahey 
hain/If no, how long have you been living here without your wife? 
      No. of months ___________________________________  
Q. A105 
Pahli shaadi ke waqt aapki umra kya thi?/How old were you at the time 
of your first marriage?(in completed years) 
      Age ___________________________________  
Q. A106 
Pahli shadi ke waqt aapki patni ki umra kya thi/How old was your 
spouse at the time of your fist marriage ?( in completed years) 
      Age ___________________________________  
Q. A107 
Aapka Dharma kya hai?/What is your religion? 
       Hindu 
       Muslim 
       Chirstian 
       Other ___________________________________  
Q. A108 
Aapki jati kya hai?/What is your caste/tribe? 
       Scheduled Caste 
       Scheduled tribe 
       Other Backward Caste 
       Other General castes  
Q. Sec2 
Section 2: Working Life and Related Situations  
Ab main aapsey kuch prashna puchhunga jo aapkey yaahan ke 
karya se sambandhit hai/Now, I am going to ask you some questions on the 
type of work that you are doing in this place, and its related questions  
Please hit NEXT 
       Advance  
Q. B201 
Is sthan par aapka prathamik karya kya hai?/What is your primary work 
in this location? 
       Nirman majdoor/Construction workers 
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       Hamalis (Loaders/unloaders) 
       Dainik Majdoor/Daily wage labourers 
       Pheriwala/Hawkers/petty traders 
       Drivers (HMV/LMV) 
       Thekedari/Contractors 
       Factory (Industry) workers 
       Khadan majdoor/Mining workers 
       Pathar Katney wala/Stone cutters 
       Machuara/Fishermen 
       Krishi Majdoor/Agricultural labourers 
       KalakarArtists/Designers/Tailors 
       Private naukari/Salaried Private 
       Sarkari Naukari/Salaried Government 
       Anya/Others  
Q. B203 
Kya aap sabhi kharchon ke bawjood apni kamai se kuch paisey 
bacha patey hain/Are you able to save some money from your income 
despite all the expenses you have? 
       Yes 
       No  
Q. B204 
Aapki bhawishya ki yojna kya hai? Kya aap apnea mool sthan sey 
naukari ya vyavshay ke liye aaney waley warshon mein bahar jana 
chahtey hain?/what is your future plan regarding moving out your native 
place for job or occupation in next on year? 
       yes 
       No  
Q. B205 
Kya aapney thekey ke antargat kaam kiya hai?/Have you ever worked 
under any contract system? 
       Yes 
       No [Goto question QSec3]  
Q. B206 
Kya aap abhi kisi thekey key antargat karya kar rahe hain?/Are you 
currently working under any contract system? 
       Yes 
       No  
Q. Sec3adv 
Please hit next 
       Advance  
Q. Sec3 
Section 3: PRAVAS, KARYA AUR SANYOJAK 
VISHESHTAYEIN/MIGRATION,WORK AND CONNECTIVITY 
ATTRIBUTES  
(Note: the section has to be asked only to the identified return migrants and 
intermediary migrants)  
  
 253 
 
Ab main aapsey kuch prashana, aapkey prawas, karya sthiti, Karya 
ke sthan aur mool sthan use sambandh key baarey mein poochna 
chahoonga/ now I am going to ask questions about on your migration,working 
conditionat place of destination and your connectivity with native place  
Please hit NEXT 
       Advance  
Q. C301 
Aap apney mool sthan sey kaam ya rojgar ke liye pahli baar kab 
nikle?/At what age, did you go outside of the native place for job/work? 
      Age ___________________________________  
Q. C302 
Mool sthan ko chorkar aapkey jaaney ka karan kya tha? Whats was 
the reason you moved out from your native place?  
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Push factor for leaving 
 
 Poverty Low 
wages 
in this 
place 
Flood Flood / 
drought-
prone 
area 
Family 
pressure 
Unemployment Debt 
at 
home 
Others 
Moolsthan 
chorne ka 
karan / 
Reason for 
leaving 
         
  
Pull factor for leaving 
 
 Job 
opportunity 
Better 
income 
/work 
Contractor 
moves 
City / 
place 
attraction 
Family 
moves 
Specific 
skilled 
work 
Long-
term 
work 
contract 
Known 
place 
Moolsthan 
chorne ka 
karan / 
Reason for 
leaving 
        
  
  
  
Q. C304 
Kya aapko moolsthan chorney ke liye kisi agent ya thekeydaar ne madad ki thi?/ 
Was there any agent or labour contractor who arranged for the first move to work? 
       Yes 
       No  
Q. C305 
Jab aapney moolsthan ko pahli baar job ke liye chora tab kya aap akeley they yaa 
koi aapkey saath tha?/Did you move alone or did somebody accompany you during the 
first move for job/work? 
       Alone 
       With freinds 
       With relatives/family 
       With contractor 
       With others  
Q. C306 
Aap Vartaman Sthan par kitney samay se hain?/Since how long you are here at this 
place? 
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      No. of months ___________________________________ 
      No. of days ___________________________________  
Q. C307 
Aapka apney moolsthan par is baar aaney ka wartaman karan kya 
hai?/What was the reason for your current visit here? 
       Festival 
       Agriculture related work 
       Marriage or function at home 
       On vacation 
       Mahaul thik nahin tha/Anti-social environment in destination place 
       Came back after work [Goto question QC310]  
Q. C308 
Aap jab aakhri baar is sthan aaye toh kitney samay rukey they?How long you have 
stayed at this place when you visited last time? (In completed months) 
      No of months ___________________________________  
  
Q. C309 
Kya aapka mool sthan par aakar lambey samay tak rahney ki iksha 
hai?/ Do you have any intention in future to come back to native place 
permanently? 
       Yes 
       No  
Q. C310 
Aap jin jagahon par karya ke liye gaye, unmey se tin mukhaya 
jagahon ka naam batayein/What were the three most recent places that 
you visited for work (Start entering with most recent visited place) 
       District 1 (the most recent place) ___________ 
       District 2 (place previous to district 1) ___________ 
       District 3 (place previous to district 2) ___________  
  
Q. section4 
Section 4: Friends,substance abuse ,exposer to media and sexual 
materials  
Aab main aapkey doston aur aapkey vyavahoron key baarey mein 
janana chahoonga?/Now, I would like to know about the friends that you have 
and the other activities  
Please hit next 
       Advance  
Q. D401 
Aapkey Karibi doston ki Sankhya?/Number of close friends (who are either your co-
workers or friends away from the workplace) that you have  
(0 if no friends) 
      No. of close friends ___________________________________  
Q. D402 
What are the activities you do with your friends?  
 
  Y
e
s 
N
O 
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Bhajan/ Kirtan  
Smoking  
Eating/ Chewing tobacco  
Gambling  
Drinking at home  
Visiting beer bars/Addas  
Playing sports  
Playing cards  
Watching movie in theatre  
Watching blue films  
Ghumna Phirna/Hanging/ Roaming  
Dhandewali ke paas jaana/Visiting CSW /red light 
area 
 
  
  
Q. D403 
Pichley 30 dinon mein aapney kitney din sharab pi hai?/In the past 
30 days, how many days did you drink any alcohol?  
      Days ___________________________________  
  
  
Q. D404 
Pichley 30 dinon mein, aushaton purey saptah mein aap kitni sharab 
pi letey hain?/During the past 30 days, how many days did you drink per 
week, on average? 
       0 days per week 
       1 day per week  
       2 days per week 
       3 days per week 
       4 days per week 
       5 days per week 
       6 days per week 
       7 days per week  
  
Q. D405 
Pichley 30 dinon mein ek din mein aam taur par kitni sharab pi lete 
hain?/During the past 30 days, how many drinks did you have on a typical 
day, when you were drinking? (Mention it in quantity) 
      Beer (750 ml bottle) ___________________________________ 
      Desi Daru (120 ml packet) 
___________________________________ 
      Liquor (e.g., whisky, brandy, rum, gin) (60 ml peg) 
___________________________________ 
      Tadi (650 ml bottle) ___________________________________  
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Q. D406 
Kya aapney pichley ek mahoney mein nimnalikhit cheejon ko dekha hai?/Have you 
seen any of the following in the past 1 month?  
 
  Ye
s 
NO 
Sex-related posters  
Sex-related photos   
Sex-related magazines/ books  
Adult movies  
Blue films  
  
  
  
Q. Sexualbehaviour 
SECTION - 5: SEXUAL BEHAVIOUR  
Ab main aapkey yaun vyawahar sambandhit kuch prashna 
puchunga?/I am now going to ask some questions related to sexual 
behavior  
 Please hit NEXT 
       Advance  
Q. E501 
Kuch purush shaadi ya sthayi rishton key bahar anya stree ya 
purushon sey yaun sambandh rakhtey hain. Kya aap kisi dost ya 
sahkarmi ko jaantey hain jo aisey yaun sambandh banatey 
hain?/Some men have sexual relations with women or men outside 
marriage/stable relationship. Do you know any(one) of your friend(s)/co-
worker(s) who have sexual intercourse with women other than their 
wives/stable partner. 
       Yes I know 
       No I dont know [Goto question QE503]  
Q. E502 
Yadi haan toh kya aap bata saktey hain ki ve kiskey saath yaun 
sambandh rakhtey hain?/If yes, can you tell with whom did they have 
sexual intercourse?  
 
  Ye
s 
N
O 
Sex worker  
Co-workers, female  
Other females from the local area  
Males, co-workers  
Males from the area  
  
  
Q. E503 
Kya aapkey kabhi yaaun sambandh rahey hain?/Have you ever had sex with either 
man or woman in life? 
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       Yes 
       No [Goto question QE507]  
Q. E504 
Pahli baar kisi stri/purush ke saath yaun sambandh bananey ke 
samay aapki umra kya thi?/How old were you when you first had sex 
with a woman or a man? 
      Age in completed years ___________________________________  
Q. E505 
Aapkey sex partner ki umra kya thi/What was the age of the partner (man or woman) 
with whom you had sex for the first time?  
      Age in completed years ___________________________________  
Q. E506 
Aapney jiskey saath pahli baar yaun sambandh banya tha unsey aapka kya 
sambandh tha?/How would you describe your relationship with the person (man OR 
woman) with whom you had sex for the first time? 
       Spouse 
       Family member or relative 
       Within neighbourhood 
       Friend from education OR work place 
       Stranger 
       Sex worker  
Q. E507 
Kya apni patni ke alawa aapka kisi anya purush ya mahila ke saath yaun 
sambandh raha hai?/Have you ever had a sexual relationship with any partner (male or 
female) outside marriage? Or any other women/men, if single? 
       Yes 
       No [Goto question QSec6]  
Q. E508 
Kripaya Mujhey batayein ki pichley 12 mahinon mein kya aapkey shaadi ke bahar 
yaun sambandh rahey hain?/Please tell me whether you have had sex in the past 12 
months with anyone outside marriage? Or any other women/men, if single? 
       Yes 
       No  
Q. E509 
Pichley 12 mahinon mein nimnalikhit kin kin ke saath yaun sambandh rahey 
hain?/With who all did you have sex in the last 12 months? Is it  
   
 
  Yes NO 
Female Sex worker  
Female non-sex worker  
Male sex worker  
Male unpaid partner  
Hijra  
  
  
Q. Sec6 
SECTION - 6: FEMALE SEXUAL PARTNERS (SEX WORKERS)  
These next questions will be about the women OR men whom you 
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have paid for sex in the past year.   
Please hit NEXT 
       Advance  
  
Q. G601 
Kuch purushon key yaun sambandh dhandewali ke saath hotey hain, aap apney 
baarey mein kya kahengey? Kya aap kabhi kisi dhandewali ke pas gaye?Some men 
have sexual relations with sex workers. What about you? I would like to confirm again, 
Have you ever visited sex workers?  
       Yes 
       No [Goto question QSec7]  
Q. sexadv 
Please hit next 
       Advance  
Q. G602 
Aap abi tak kitni dhandewaliyon ke paas gaye hain?/How many different female sex 
workers have you visited so far (in your lifetime)? 
      No. of female sex workers visited in entire lifetime ______  
Q. G603 
Pichley ek saal mein kitney dhandewaliyon ke paas gaye?/How many different 
female sex workers have you visited in the last one year (12 months)?  
(0 if no sex worker) 
      No. of female sex workers visited during last 12 months ______  
Q. G604 
Picley ek saal mein aap dhandewali ke paas kitni baar gaye?/Please 
tell me, how many times in the last one year (12 months) have you visited 
a sex worker? 
      No. of times _________________  
Q. G605 
Pichley 12 mahinon mein dhandewali ke saath sex key samay 
aapney condom ka istemal kitni baar kiya?/How many times did you 
use condom during all the sexual episodes with sex worker during last 12 
months? 
      No. of times __________________________________  
Q. G606 
Jab aapney dhandewali ke saath pichli baar sex kiya toh kya aapney condom ka 
istemaal kiya tha?/ Did you use a condom the last time you had sex with a female sex 
worker? 
       Yes 
       No  
Q. G607 
Picley 12 mahinon mein kya aapney dhandewali ke saath sex karney ke liye unke 
saath bal ka prayog kiya?/Was there any coercion or you used some force to have sex 
with sex worker during last 12 months?  
       Yes 
       No  
Q. G608 
Pichley 12 mahinon mein kya aapney dhandewali ke saath sex karney se pahle ya 
baad mein sharab ka istemal kiya tha?/ Did you consume alcohol prior to sex with the 
sex worker anytime in the past 12 months ? 
       Yes 
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       No  
  
Q. Sec7 
SECTION - 7: FEMALE SEX PARTNERS (NON SEX WORKERS 
OTHER THAN WIFE)  
These next questions will be about the women OR men sex in the 
past year but your didn't pay anything for sex. This can be your Girl 
friends, Neighbor, friends etc.   
Please hit NEXT 
       Advance  
Q. H701 
Kuch purushon key yaun sambandh dushrey aurton ke saath ke saath hotey hain, 
aap apney baarey mein kya kahengey? Kya aap kabhi kisi dhandewali ke pas 
gaye?Some men have sexual relations with someone other than their wives before/ after 
marriage. What about you? I would like to confirm again, Have you had sex with other 
women in the area/work place 
       Yes 
       No [Goto question QSec8]  
Q. H702 
Aap abi tak kitni aurton ke paas sex ke liye gaye hain?How many different other 
women (other than wife, if married) have you had sex with so far (in your lifetime)? 
      No. of women (other than wife, if married) with whom you had sex in entire lifetime 
_____________  
Q. H703 
Pichley ek saal mein aap kitni aurton ke ke paas gaye?/How many different women 
(Other than wife, if married) with whom you have had sex in the last 12 months?   
(0 if no woman) 
      No. of women (other than wife, if married) with whom you had sex in the last 12 
months _____________  
Q. H704 
Picley ek saal mein aap un aurton ke paas kitni baar sex kiya?How 
many times in the past one year (12 months) have you had penetrative sexual 
intercourse with a female (NOT WIFE) who is not a sex worker? 
      No. of times had sexual intercourse in last 12 months with female sexual partner 
________________  
Q. H705 
Pichley 12 mahinon mein in aurton ke saath sex key samay aapney 
condom ka istemal kitni baar kiya?/How many times did you use 
condom during all the sexual episodes with a female (NOT WIFE) during 
last 12 months? 
      no of times __________________________________  
Q. H706 
Jab aapney akhri baar in aurton ke saath sex kiya toh kya aapney condom ka 
istemal kiya?/The last time you had sex with this partner, did you use a condom? 
       Yes 
       No  
Q. H707 
Kya aapka koi niyamit saathi hai jiskey saath aap sex kartey hon/ 
(patni ke alawa)Do you have any regular women with whom you have 
sex? 
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       Yes 
       No  
Q. H708 
Jab aapney pichli baar is aurat ke saath sex kiya to us aurat ke saath aapka kya 
sambandh tha?/How would you describe the relationship with this woman (other than 
your wife, if married) with whom you had sex the last time? 
       Relative 
       Neighbour 
       Friends/Aquitance 
       Coworker 
       Stranger 
       Others  
Q. H709 
Aapney antim baar jinkey saath sex kiya, unki umra kitni thi?/What was the age of 
the partner with whom you had sex the last time? 
      Age in completed years _______  
Q. H710 
Aapkey us saathi ki vaivahik sthiti kya hai?/What is the marital status of this partner?  
       Married living with husband  
       Married but living away from husband 
       Widowed 
       Divorced  
       Deserted /Separated 
       Never married  
       Dont know   
Q. H711 
Kya yaun sambandh ke samay kisi prakar ka bal prayog kiya gaya tha?/Was there 
any coercion or use of force with any partner for sex in the past 12 months?  
       Yes 
       No  
Q. H712 
Pichley 12 mahinon mein kya aapney in aurton ke saath sex karney se pahle ya 
baad mein sharab ka istemal kiya tha?/ Did you consume alcohol prior to sex any time 
in the past 12 months? 
       Yes 
       No  
Q. Sec8 
SECTION - 8: MALE/HIJRA SEXUAL PARTNERS  
Ab main aapkey purush ya hijra yaun sathiyon ke baarey mein 
puchunga?/Now I will ask questions about your sexual relations with male/ hijra 
sexual partners  
Please hit NEXT 
       Advance  
Q. I801 
Kuch purushon ke yaun sambandh anya purushon/hijron se hotey hain, Kya aap 
kabhi bhi kisi purush/hijra saathi ke saath yaun sambandh banaye hain?/Some 
men have sex with a male/ hijra partner. Have you ever had sex with a male/ hijra 
partner? 
       Yes male  
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       Yes hijra  
       Yes with both male/hijra 
       No [Goto question QSection9]  
Q. I802 
Kya aapney kabhi kisi purush ya hijrey ko paisey dekar sex sambandh banaye 
hain?/Have you ever paid to have sexual intercourse with a male or a hijra partner? 
       Yes male  
       Yes hijra  
       Both  
       Not paid to anyone  
Q. I803 
Picley 12 mahinon mein aapney kitne alag alag purush ya hijra saathiyon se yaun 
sambandh banayein hain?/How many different male/hijra partners have you had sex 
with so far (in your lifetime)? 
      No. of men/hijras with whom you had sex in entire lifetime ______  
Q. I804 
Pichley 12 mahinon mein aapney kitney purush ya hijra sathiyon ke saath yaun 
sambandh banaye?/How many different male/ hijra partners did you pay to have sexual 
intercourse with in last 12 months? 
      No. of male/hijra parnters paid to have sexual relations with in last 12 months 
_________________  
Q. I805 
Pichliey 12 mahinon mein aapney sex ke dauran aapney kitni baar 
condom ka istemal kiya?/How many times did you use condom during 
all the sexual episodes during last 12 months? 
      no of times __________________________________  
Q. I806 
Pichley 12 mahinon mein kya aapney Purush ya hijrey ke saath sex ke dauran 
condom ka istemal kiya tha?/ Did you use a condom the last time you had sex ? 
       Yes 
       No  
Q. Section9 
Section 9:Migration and Sexual behaviour  
Before moving out of native place for the first destination  
  
Please hit next 
       Advance  
Q. J900 
Kya aap kabhi bhi apney mool sthan ko chor kar kisi anya rajya mein 
kaam ke liye gaye hain?/Did you ever go outside of this place to other 
state for work? 
       Yes 
       No [Goto question QSection10]  
Q. J901 
Jab aapney pahli baar mool sthan ko chora tab kya aapkey kisi 
mahila sey yaun sambandh they?/Did you have sex with any women 
out side of marriage in your native place;before you moved out of native 
place for the first time? 
       yes 
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       no [Goto question Qanydestination]  
Q. J901a 
Jab aapney pahli baar mool sthan ko chora tab kya aapkey 
sambandh kisi dhandewali ke saath yaun sambandh they? Did you 
have sex with sex worker in the native place; before you moved out of the 
native place for the first time for work? 
       yes 
       no [Goto question QJ901d]  
Q. J901b 
Kya aapney un dhandewaliyon ke saath har bar condom ka istemal 
kiya tha?/Did you use condom all the times when you had sex (in the 
native place before you moved out of the native place for the first time for 
work)? 
       yes 
       no  
Q. J901c 
Jab aapney pahli baar mool sthan ko chora tab kya aapney 
dhandewali ke saath sex karne se pahley ya baad mein sharab ka 
istemal kiya tha?/Have you ever consumed alcohol/drugs before or 
during sex (in the native place and before you moved out of the native 
place for the first time for work)? 
       yes 
       no  
Q. J901d 
Jab aapney pahli baar mool sthan ko chora tab kya aapkey kisi aisi 
mahila ke saath yaun sambandh rahein hain jo vaishya nahin 
thi/?Did you have sex with women in non-spousal, unpaid female partner 
(in the native place and before you moved out for the first time for work)? 
       yes 
       no [Goto question Qanydestination]  
Q. J901e 
Jab aapney pahli baar mool sthan ko chora tab Kya aapney un sabhi 
sathiyon ke saath har bar condom ka istemal kiya tha/Did you use 
condom all the times that you had sex with that type of partner (in the 
native place and before you moved out for the first time for work)? 
       yes 
       no  
Q. J901f 
Jab aapney pahli baar mool sthan ko chora tab kya aapney sex karne 
se pahley ya baad mein sharab/drugs ka istemal kiya tha?/Have you 
ever consumed alcohol/ drugs before or during sex with that type of 
partner (in the native place and before you moved out for the first time for 
work)? 
       yes 
       no  
  
Q. J901g 
Kya aapney ya aapkey shathiyon ne sex key dauran kisi prakar ka 
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bal prayong kiya tha?/Was there ever any force/coercion (from either 
you or your partner) for sex (in the native place before you moved out for 
the first time for work)? 
       yes 
       no  
Q. anydestination 
Any of the place of destination throough out your migration hirtory  
Please hit next 
       Advance  
Q. J902 
Aap jis jagah par kaam ke liye gaye, wahan par Kya aapka kisi mahila 
ke saath yaun sambandh hua tha?/Did you have sex with any women 
out side of marriage in any of the places of destination where you went for 
work? 
       yes 
       no  
Q. J902a 
Aap jis jagah par kaam ke liye gaye, wahan par Kya aapka kisi 
dhandewali ke saath yaun sambandh hua tha?Did you have sex with 
sex worker in any of the places of destination where you went for work? 
       yes 
       no  
Q. J902b 
Aap jis jagah par kaam ke liye gaye, wahan par kya aapney yaun 
sambandh ke dauran har bar condom ka istemal kiya?/Did you use 
condom all the times when you had sex in any of the places of destination 
where you went for work? 
       yes 
       no  
Q. J902c 
Aap jis jagah par kaam ke liye gaye, wahan par Kya aapney sex 
karney se parley ya uskey baad sharab ya kisi prakar ka nasha 
kiya?Have you ever consumed alcohol/drugs before or during sex in any 
of the places of destination where you went for work? 
       yes 
       no  
Q. J902d 
Aap jis jagah par kaam ke liye gaye, wahan par Kya aapka kisi aisey 
mahila ke saath sambandh banate jisey aapney sex key liye paisley 
nahin diye hon aur jo vaishya nahin thi? Did you have sex with women 
in non-spousal, unpaid female partner in any of the places of destination 
where you went for work? 
       yes 
       no [Goto question QJ902h]  
Q. J902e 
Kya aapney in mahilaon ke saath sex ke dauran har bar condom ka 
istemal kiya?/Did you use condom all the times that you had sex with 
that type of partner in any of the places of destination where you went for 
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work? 
       yes 
       no  
Q. J902f 
Kya aapney in mahiloaon ke saath sex se pahiley ya baad mein 
sharab ya kisi nashey ka sevan kiya?/Have you ever consumed 
alcohol/ drugs before or during sex with that type of partner in any of the 
places of destination where you went for work? 
       yes 
       no  
  
Q. J902g 
Aap jis jagah par kaam ke liye gaye, Kya aapney kabhi bhi sex key 
liye apney sex partner par dawab dala?/ Was there ever any 
force/coercion (from either you or your partner) for sex in any of the 
places of destination where you went for work? 
       yes 
       no  
  
Q. J902h 
Kaun se jagah par aapney sabsey adhik sex kiya?In which district did 
you have sex most times? 
      Name of the district ___________________ 
      State ___________________________________  
Q. J902i 
Us jiley mein aapney akhri baar sex kitney mahiney pahiley 
kiya?/When was the last time that you had intercourse in that district? 
      Number of months ago ______________  
  
Q. Anyvisit 
During any of your visit to current placethrough out your migration 
history 
       Advance  
Q. JQ903 
Jab aap apney moolsthan par laut kar aate they toh Kya aapkey kisi 
mahila ke saath Yaun sambandh hota tha?Did you have sex with any 
women out side of marriage in any of your visits to native place (but not in 
the current visit)? 
       yes 
       no [Goto question Qcurrentstay]  
Q. J903a 
Jab aap apney moolsthan par laut kar aate they toh Kya aapkey kisi 
dhandewali ke saath Yaun sambandh hota tha?Did you have sex with 
sex worker in any of your visits to native place (but not in the current 
visit)? 
       yes 
       no  
Q. J903b 
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Tab kya aap sex ke dauran har bar condom ka istemal karte 
they?/Did you use condom all the times when you had sex in any of your 
visits to native place (but not in the current visit)?  
  
       yes 
       no [Goto question QJ903d]  
Q. J903c 
Kya un aurton ke saath sex ke pahiley ya baad mein sharab ya kisi 
anya nashey ka sevan kiya?/Have you ever consumed alcohol/drugs 
before or during sex in any of your visits to native place (but not in the 
current visit)? 
       yes 
       no  
Q. J903d 
Jab aap apney moolsthan par laut kar aate they toh Kya aapkey kisi 
aurat jo waishya nahin thi ke saath Yaun sambandh hota tha?Did you 
have sex with women in non-spousal, unpaid female partner in any of 
your visits to native place (but not in the current visit)? 
       yes 
       no [Goto question QJ903i]  
Q. J903e 
Kya aap in aurton ke saath sex ke dauran har bar condom ka 
istemaal kartey they?Did you use condom all the times that you had sex 
with that type of partner in any of your visits to native place (but not in the 
current visit)? 
       yes 
       no  
Q. J903f 
Kya un aurton ke saath sex ke pahiley ya baad mein sharab ya kisi 
anya nashey ka sevan kiya?/Have you ever consumed alcohol/ drugs 
before or during sex with that type of partner in any of your visits to native 
place after you visited other places for work? 
       yes 
       no  
Q. J903g 
Kya aapney kabhi bhi sex key liye apney sex partner par dawab dala?/ 
Was there ever any force/coercion (from either you or your partner) for 
sex in any of your visits to native place after you visited other places for 
work? 
       yes 
       no  
Q. J903h 
Moolsthan par was Wapas ane par jab aapney sex ka anubhav kiya 
toh kya aapka agaman nimnalikhit samyon par hua tha?/of your sex 
outside marriage in the visit to native place happened during any of the 
following occasions:   
 
  Y
E
N
O 
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S 
During festivals /religious fairs  
During particular agricultural seasons  
During marriages  
No particular specific time  
  
  
Q. J903i 
Us waqt aapki maali halat kaisi thi?/What was your financial condition 
during that time? 
       Pahley sey achi thi/It was better than before I left native place 
       Koi badlaw nahin aaya/It was the same and no difference 
       Pahley se bura tha/It was worse than before I left native place  
  
Q. currentstay 
During your currentvisit to this place  
PLEASE HIT NEXT 
       Advance  
Q. J904 
Jab aap is baar apney moolsthan par aaye toh kya aapney kisi 
mahila ke saath yaun sambandh banaye?/Did you have sex with any 
women out side of marriage in your current visit to this place? 
       yes 
       no [Goto question QSection10]  
Q. J904a 
Jab aap is baar apney moolsthan par aaye toh kya aapney kisi 
dhandewali ke saath yaun sambandh banaye?/Did you have sex with 
sex worker in your current visit to this place? 
       yes 
       no  
Q. J904b 
Toh kya aapney in aurton ke saath har bar sex ke dauran condom ka 
istemaal kiya?Did you use condom all the times when you had sex in 
your current visit to this place? 
       yes 
       no  
Q. A904c 
Kya apney in aurton ke saath sex sey parley ya baad mein sharab ya 
kis anya nasha ka sewan kiya?/Have you ever consumed alcohol/drugs 
before or during sex in your current visit to this place? 
       yes 
       no  
Q. A904d 
Jab aap is baar apney moolsthan par aaye toh kya aapney kisi aisi 
mahila jo waishya nahin thi ke saath yaun sambandh banaye?/Did 
you have sex with women in non-spousal, unpaid female partner in your 
current visit to this place? 
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       yes 
       no  
Q. J904E 
Toh kya aapney in aurton ke saath har bar sex ke dauran condom ka 
istemaal kiya?Did you use condom all the times that you had sex with 
that type of partner in your current visit to this place? 
       yes 
       no  
Q. J904F 
Kya apney in aurton ke saath sex sey parley ya baad mein sharab ya kis 
anya nasha ka sewan kiya?/Have you ever consumed alcohol/ drugs 
before or during sex with that type of partner in your current visit to this 
place? 
       yes 
       no  
Q. J904G 
Jab aap is baar apney moolsthan par wapas aaye toh Kya aapney 
kabhi bhi apney sex partner par sex ke liye dawab dala?/Was there 
ever any force/coercion (from either you or your partner) for sex in your 
current visit to this place? 
       yes 
       no  
  
Q. Section10 
Section10: Sexually transmitted infections  
PLEASE HIT NEXT 
       Advance  
Q. K1001 
Kya aapko pichley 12 mahinon mein nimnalikhit lakshan dikhaii diye?/Have you 
had any of the following symptoms in the last 12 months?  
 
  Y
e
s 
N
o 
Swapna dosh  
Dhat  
Ling ka na uthna/Lack of erection  
Ling ka tedha hona/Bent penis  
Shighrapatan/Premature/Early ejaculation  
Virya ka patla aur kam matra mein aana/Poor quantity/quality of 
semen 
 
Garmi  
Phoda/Phunsi  
Guptaango mein soojan/Swelling in groin area  
Guptaango mein khujli/Itching in genital area  
Bar Bar dard ke saath peshab aana/Frequent painful urination  
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Q. sec10adv 
Please hit next 
       Advance  
Q. KI002 
Kya aapney apney sex partner ko apney in lakshon ke baarey mein 
bataya tha/Did you inform your sex partner about this problem? 
       Yes 
       No  
Q. KI003 
Aapney iskey illaj key liye kya kiya?/What did you do to treat the problem? 
       Did not do anything 
       Sarkar doctor se pramarsh liya/Consulted a qualified government doctor 
       Private ayurveda/homeo doctor  
       Private allopathic doctor 
       Government health worker  
       NGO personnel 
       Chemist/ Pharmacist 
       Paramparik dawaiyaan/Traditional medicine 
       Mitra ki salah/Used friend’s prescription /advice 
       Gharelu upchaar/Home remedies /treatment 
       Dharmik guru/Religious healer 
       Other specify ___________________________________  
Q. sec11 
SECTION - 11: KNOWLEDGE AND RISK PERCEPTION OF HIV/AIDS  
Please hit next 
       Advance 
Q. L1101 
Kya aapney HIV aur AIDS ke baarey mein suna hai?/Have you heard about HIV and 
AIDS?  
 
  Yes No 
Heard of HIV  
Heard AIDS  
  
  
Q. sec11adv 
Please hit next 
       Advance  
Q. L1102 
Ek purush ko HIV sankraman kaisey ho sakta hai?/How does a man 
get infected with HIV?   
Do not read Multiple response 
       Anek logon ke saath sharirik sambandh rakhney se/Sex with multiple partners  
       HIV sankramit vyakti ke saath yaun sambandh/Sex with someone having HIV 
       Dhandewaali ke saath yaun sambandh/Sex with sex workers 
       Condom ka istemaal nahin karney se/Sex without condoms 
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       Sankramit sui key istemaal se/Infected needles 
       Sankramit khoon se/Infected blood  
       Ek hi toilet/bathroom ke istemaal se/Common toilet/bath places  
       Ek hi bartan ya kapade ka istemaal karney se/Sharing utensils/clothes 
       Sankramit vyakti ko chumbney se/Kissing a HIV positive person  
       Makshar ke kaatney se/Mosquito bite  
       Nai ki dookan se/Barber shop 
       Other specify _____________  
Q. L1103 
HIV ko kaise roka ja sakta hai?/How can HIV be prevented?  
Do not read Multiple response possible 
       Sirf ek hi yaun saathi rakhne se/Having only one sexual partner 
       Shadi ke bahar sex nahin banane se/Abstaining from pre/ extra-marital sex 
       Har bar condom ke istemaal se/Using condoms all the time 
       Sex se parley antibiotics key istemaal se/Using antibiotics before sex 
       Sex se door rahney se/Abstaining from sex all the time 
       Saaf sui aur anya aujar ke istemaal se/Taking injections with clean needle/ 
syringe/other injecting equipment 
       Achey khaney se/Having a good diet 
       Sankramit vyaktiyon ko undekha karney se/Avoiding people who are HIV positive 
       Dhandewaali ke paas nahin jaane se/Not visiting female sex workers 
       other specify ___________________________________  
Q. L1104 
Kya AIDS ka koi ilaaj hai?/Is there a cure for AIDS? 
       Yes 
       No 
       Dont know  
Q. L1105 
Aapko HIV honey ka chance kitna hai?/What are the chances of your getting the risk 
of getting HIV? 
       High 
       Moderate 
       Low  
Q. L1106 
Kya aapney kabhi bhi HIV ka test karaya hai?/Have you ever been tested for HIV? 
       Yes 
       No  
Q. L1107 
Aap wahan par khud gaye they yaa phir kisi key pramarsh par gaye they?/Was it 
voluntary or referred by someone? 
       Voluntary (walk in) 
       Reffered  
  
Q. thanks 
Thanks for you time  
Please hit next 
       Advance  
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Q. endtime 
      ENTER END TIME (24 HOUR TIME HH(full stop)MM) 
      HH.MM ___  
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Appendix 4.1 Letter seeking permission to reproduce prevalence maps in Chapter 4 
 
National AIDS Control Organisation 
Department of AIDS Control (DAC) 
Ministry of Health & Family Welfare 
Government of India 
6th & 9th Floor, Chanderlok Building 
36, Janpath 
New Delhi 
110001 
India 
 
29th April 2013 
Dear NACO, 
I am completing my PhD thesis at Imperial College London entitled ‘Exploring the 
association between circular rural-to-urban labour migration and HIV: a study from 
north India’. 
I seek your permission to reprint, in my thesis an extract from: NACP-III State Fact 
Sheets (March 2012). The extract to be reproduced is:  
1. Map of India showing District Categorisation based on Epidemiological 
Criteria (p.6) 
2. Map of Uttar Pradesh showing District Categorisation based on 
Epidemiological Criteria (p.39) 
I would like to include the paper in the printed examination copy of my thesis and 
also the electronic version which will be added to Spiral, Imperial's online repository 
http://spiral.imperial.ac.uk/ and made available to the public under a Creative 
Commons Attribution-NonCommercial-NoDerivs licence. 
If you are happy to grant me all the permissions requested, please return a signed 
copy of this letter. If you wish to grant only some of the permissions requested, 
please list these and then sign. 
Yours sincerely, 
  
Tanvi Rai 
PhD student 
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Department of Infectious Disease Epidemiology, School of Public Health 
Imperial College London W2 1PG 
United Kingdom 
Email: tanvi.rai07@imperial.ac.uk 
Permission granted for the use requested above: 
I confirm that I am the copyright holder of the paper above and hereby give 
permission to include it in the print and electronic version of your thesis. I understand 
that the electronic version of the thesis will be made available, via the internet, for 
non-commercial purposes under the terms of the user licence. 
[please edit the text above if you wish to grant more specific permission]  
Signed: 
Name: 
Organisation: 
Job title: 
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Appendix 5.1 Topic Guides for qualitative interviews  
 
English versions 
Migrant worker focus group / interview themes: 
1. Family and demographics. 
i. Who is in your household [gharbaar]? 
ii. Where is your household located? 
iii. What is your means of livelihood? 
iv. Does your household own some land?  
v. What kind of work do you do? Prompt – Is that all year round?  
vi. Do other family members also do some work (including farming)? What kind of work 
do other members of your family do? 
2. Employment history, including migration [some repetition so avoid those questions – see 
where it works best in the first few interviews]. 
i. What do you do? Is that all year round? 
ii. [might not need this] Where do you work? 
iii. Have you ever worked away from home? 
iv. Do you have any plans to move away from your current residence in the next 12 
months?  
(If work or have worked away from home)  
v. When did you first migrate for work? [how long ago] What were the reasons why you 
migrated?  
vi. In the past 12 months / 2 years have you worked away from home?  
vii. How many times a year do you come home? 
viii. When you were working away from home most recently, where did/do you live?  
3. Life as a migrant worker at destination  
i. How do/did you find it there? 
ii. How many hours a day do you work [daily or weekly working schedule]?  
iii. Can you tell me a bit about what life is like for migrant workers like you over there? 
Prompts – Are there any others who come from your community? Would you say there 
was opportunity to make friends? Do you miss your home and family? Have you got 
some people you can talk to when things are difficult? Do you feel like you are generally 
happy while you are away? Where do you go to for health concerns?  
iv. Are there any differences between the daily lives of migrant workers and local non-
migrant workers working in the same location?   
v. Is there any time when you are not working? [If yes] how do you spend that time?  
vi. Can you describe a typical day for migrant workers like you when working away from 
home? 
vii. Are there aspects of migrant life that you enjoy?  
viii. Are there aspects of migrant life that you dislike?  
ix. Have you ever experience any kind of prejudice from people around you for any reason?  
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4. Life as a migrant worker, when living at home. 
i. Has being a migrant worker affected in any way how you act or feel when you are back 
home in the village? 
ii. Do other people in the community treat you any differently from how it was before you 
became a migrant worker? 
iii. Have you ever experienced any kind of prejudice from people around you for any 
reason?  
5. Migration and health, including HIV awareness. 
i. Are there any health conditions or illnesses you believe are associated with migrant 
work?  
[Then, after a discussion about health and illness at destination, depending on how the 
interview is going…] 
ii. Have you heard of HIV/AIDS? 
iii. Is there any discussion about HIV/AIDS at your place of work? 
iv. Are there any prevention programmes operating where you work? 
v. Do you think that migrant workers are at risk of HIV infection? If so, why? 
vi. Do you know anybody who has HIV/AIDS? 
INCLUSION OF THE NEXT SECTION WILL DEPEND ON THE REACTION OF RESPONDENTS TO 
QUESTIONS ABOUT HIV/AIDS. IF NOT VERY KEEN TO TALK ABOUT IT, THEN LEAVE OUT.  
6. Message for policy makers. 
i. Do you think HIV is a big problem in India? 
ii. What do you think about what the government is doing about the HIV epidemic in 
our country?  
iii. Had you ever heard or received any information about HIV/AIDS prior to your own 
diagnosis? [If yes] What were you told?  
iv. Can you suggest any possible ways to slow down the spread of HIV in the country? 
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Migrant worker’s wives focus group / interview themes: 
1. Family and demographics. 
a. Who is in your household [gharbaar]? 
b. Where is your household located? 
c. What is your means of livelihood? 
d. Does your household own some land?  
e. What kind of work do you do? Prompt – Is that all year round?  
f. Do other family members also do some work (including farming)? What kind of work 
do other members of your family do? 
2. Employment history, including migration. [some repetition so check if questions already 
answered, and when best to ask].  
i. What do you do? 
ii. Where do you work? 
iii. Where does your husband work? 
iv. Have you or your husband ever worked away from home? 
(If husband works or has worked away from home) 
v. When did your husband first migrate for work? [how long ago] What were the 
reasons for this?  
vi. How many times a year does/did he come home? 
vii. Did you stay behind in the village or did you go with him? 
3. Life as a partner of a migrant worker. 
i. Can you tell me a bit about what life is like for women in the village whose husbands 
are migrant workers and away a lot? Prompts – do you have other adult members in 
the household who help with domestic responsibilities? Do you ever leave the 
village to work somewhere else yourself?  
ii. Do other people in the community treat you any differently from how it was before 
your husband became a migrant worker? 
iii. Is your life in any way different from the lives of women whose husbands are not 
migrant workers?  
iv. What do think life is like for migrant men at destination, like your husband? 
v. Do you have any health concerns for your husband or for yourself as a consequence 
of your husband being a migrant worker?  
NOT SURE I NEED THIS FOR THE WIVES’ INTERVIEWS 
4. HIV awareness. 
vii. Have you heard of HIV/AIDS? 
viii. Is there any discussion about HIV/AIDS among your friends or colleagues? 
ix. Are there any prevention programmes operating where you live and work? 
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x. Do you think that migrant workers are at risk of HIV infection? If so, why? 
xi. Do you know anybody who has HIV/AIDS 
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PLHA qualitative in-depth interview themes: 
1. Family and demographics. 
i. Who is in your household [gharbaar]? 
ii. Where is your household located? 
iii. What is your means of livelihood? 
iv. Does your household own some land?  
v. What kind of work do you do? Prompt – Is that all year round?  
vi. Do other family members also do some work (including farming)? What kind of work 
do other members of your family do? 
2. Employment history, including migration (some repetition so avoid those questions – see 
where it works best in the first few interviews). 
ix. What do you do? Is that all year round? 
x. Where do you work? 
xi. Have you ever worked away from home? 
xii. Do you have any plans to move away from your current residence in the next 12 
months?  
(If work or have worked away from home) [Use past tense if no longer migrant] 
xiii. In the past 12 months / 2 years have you worked away from home?  
xiv. How many times a year do you come home? 
xv. When you were working away from home most recently, where did/do you live?  
xvi. Can you describe to me what your life is like when you are working away from home? 
Prompts – Are there any others who come from your community? Is there an 
opportunity to make friends? Where do you go to for health concerns? Do you miss your 
home and family? Have you got some people you can talk to when things are difficult? 
Do you feel like you are generally happy while you are away?  
xvii. Can you describe a typical day for migrant workers like you when working away from 
home? 
xviii. Are there any differences between the daily lives of migrant workers and local non-
migrant workers working in the same location?   
3. HIV diagnosis. 
i. How did you first come to this place (ART centre, community care centre)? 
ii. (If knows that HIV positive) How do you think you contracted HIV? 
iii. Do you know other people who are also HIV positive? 
4. Living with HIV/AIDS. 
i. Has your life changed since your diagnosis? If so, how? 
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ii. Are any other family members HIV positive? 
iii. Does anybody know are HIV positive?  
iv. Have you experienced any discrimination for any reason?  [maybe prompts, if no 
reply, due to HIV status/migration/religion or caste/other reason] 
5. Message for policy makers. 
v. Do you think HIV is a big problem in India? 
vi. What do you think about what the government is doing about the HIV epidemic in 
our country?  
vii. Had you ever heard or received any information about HIV/AIDS prior to your own 
diagnosis? [If yes] What were you told?  
viii. Can you suggest any possible ways to slow down the spread of HIV in the country?  
FOR THE PLHA INTERVIEWS, COULD START WITH GENERAL SECTION ABOUT MESSAGES FOR POLICY 
MAKERS ETC. AND THEN GO TO THE MORE PERSONAL DETAILS ABOUT PAST EMPLOYMENT AND 
MIGRATION AND OWN EXPERIENCE OF BEING A PLHA. BUT DEPENDS ON HOW CONSCIOUS THE 
RESPONDENT IS ABOUT THEIR HIV POSITIVE IDENTITY TO BE ABLE TO ARTICULATE THEIR VIEWS AND 
EXPERIENCES.  
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Hindi versions (final ) 
Migrant workers and wives of migrants 
प्रवासियों के िाथ िाक्षात्कार 
 
घर-पररवार के बारे में 
 
१. आप के घरबार में कौन-कौन है? 
 
२. आप का घर कहााँ है? [might not need if sitting in their home] 
 
३. आप के घरवालों की रोज़ी-रोटी ककन-ककन माध्यमों से आती है?  
 
४. आप लोग के पास खुद की ज़मीन है क्या?  
 
५. आप ककस तरह का काम करतें हैं? क्या यह काम साल भर चलता है? या कुछ और भी 
करतें हैं?  
 
६. आपके घरवाल ेभी काम करतें हैं क्या? ककस-ककस तरह का काम करतें हैं वह?  
 
 
 
रोज़गार सम्बधंित और बाहर काम करने के बारे में  
 
[if already discussed migrant work – might not need this]  
 
१. आपका गांव का काम क्या आपको साल भर व्यस्थ रखता है? यह कभी गांव छोड़ कर कही 
और भी काम करतें हैं?  
 
२. क्या आपने कभी कही बहार ककसी और जगह काम ककया है?  
 
३. पपछले दो सालों में आपने घर से दरू कहीं बाहर जाकर काम ककया है?  
 
४. क्या आप अगले एक साल में अपने स्थाई ननवास से दरू जाकर काम करने का की कोई 
योजना बना रहे हैं?  
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[if already been talking about migrant work] 
 
५. आप सबसे पहले घर से दरू कही बाहर काम करने कब गए थे? (ककतने साल पहले, आपकी 
उम्र क्या थी) 
  
६. इसकी क्या वजह थी?  
 
७. इन ददनों आप साल में ककतना समय कहााँ बबतात ेहैं? आप एक साल में ककतनी बार घर 
आतें हैं?  
 
 
प्रवासी काययकताय की जजदंगी जब घर से बाहर हैं  
 
[use present tense if ongoing same employment and migration] 
 
१. आप जब सबसे हाल में बाहर काम कर रहे थ ेतो आप कहााँ रहत ेथे? वहााँ पर आपके रहने 
का क्या इंतज़ाम था?  
२. आप वहााँ ककस तरह का काम कर रहे थे?  
३. आपको ददन में ककतने घटें काम करत ेहैं? और एक हफ्त ेमें ककतने ददन?  
४. आपको वहााँ कैसा लगता है?  
५. क्या आप मझुे आप जैसे ककसी बहार से आये हुए काययकताय की ददनचयाय के बारे में कुछ 
उदहारण दे सकत ेहैं? 
६. क्या आप मझुी कुछ पवस्तार में अपने और आप जैसे और प्रवासी काययकताय की रोज़ की 
जजंदगी के बारे में बता सकत ेहैं?  
[Prompts if needed] 
क्या आपके साथ काम करने वाले और लोग कुछ आपके इलाके के भी मौजदू हैं? वहााँ पर और 
दोस्त बनाने के मौके ममलत ेहैं?  
क्या अलग-अलग प्रान्त के लोग आपस में उठत-ेबठैत ेहैं?  
क्या आपको अपने घर और घरवालों की याद आती है?  
जब आपको कोई मजुककल या तकलीफ होती है तो आप ककस्से बात करत ेहैं?  
७. क्या आप [add destination] इस जगह में खुश हैं?  
८. जब आपको वहााँ स्वाथ्य को लेकर कोई तकलीफ़ हो तो कहााँ जात ेहैं? 
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९. आपकी कंपनी/फैक्टरी [change according to nature of work] में क्या केवल जो बाहर से आये 
हुए लोग काम करतें हैं या वहााँ के लोकल लोग भी हैं? क्या बहार के लोग, जैसे आप, और 
लोकल लोगों की रोज़मराय की जजदंगी में कोई अतंर है? अगर हााँ, तो कैसे?  
१०. क्या आपने [add destination] में ककसी भी वजह से कभी कोई भेद-भाव की भावना का 
सामना ककया है?  
११. प्रवासी काययकताय या बाहर जाकर काम करने वाले इंसान की जजदंगी में कौनसी ऐसी बातें हैं 
जो आपको पसदं हैं?  
१२. प्रवासी काययकताय या बाहर जाकर काम करने वाले इंसान की जजदंगी में कौनसी ऐसी बातें हैं 
जो आपको नापसदं हैं?  
 
प्रवासी जब घर वापस आता है  
 
१. आपको अब एक प्रवासी होने की वजह से वापपस गााँव आकर कुछ चीज़ें थोड़ी अलग महससू 
होती है क्या? इतने ददन बाहर जाकर काम करने से अपने में कोई पररवतयन पाया है क्या?  
२. आपके गााँव वाले और लोग आपको प्रवासी होने के नात ेककसे दसूरी नज़र से देखत ेहैं क्या?  
३. आपकी ककसी से अपनी बाहर जाने के अनभुव के बारे में बातें होती है? 
४. गााँव में आपने कभी भी ककसी तरह के भेद-भाव का सामना ककया है?  
 
प्रवासी काययकतायओं के स्वास्थय के बारे में  
 
१. आपको घर से दरू बहार जाकर काम करने से कोई पवशषे बबमारी या स्वास्थय समस्याओं के 
बारे में में कोई पवचार हैं? जैसे या तो चोट खाने का डर, पेट की समस्या, या कोई और 
बबमारी? 
 [After discussing health at destination in general, and hopefully some chat about hiv anyway, 
otherwise…] 
२. आपको एच. आई. वी और एड्स के बारे में कोई जानकारी है?  
३. आपके काम की जगह पर एच. आई. वी और एड्स के बारे में कोई चचाय होती है?  
४. क्या वहााँ कोई प्रोग्राम चल रहे हैं?  
५. क्या आपको लगता है की प्रवासी लोगों को एच. आई. वी सकं्रमण से खतरा है?  
६. क्या आप ककसी को जानत ेहैं जजसको एच. आई. वी सकं्रमण हुआ है? 
 
[only include next section if aware of hiv/aids and happy to discuss it] 
 
सरकारी ददशा ननदेश बनाने वालों के मलए कुछ सझुाव  
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१. क्या आपको लगता है की दहन्दसु्तान में एच. आई. वी / एड्स की बहुत प्राब्लेम है?  
२. आपके दहसाब से सरकार को एच. आई. वी/ एड्स के बारे में क्या करना चादहए?  
 
PLEASE NOTE THIS AT THE END OF EVERY INTERVIEW 
 
Demographic details 
 
सहभागी की उम्र  
ववैादहक जस्थनत  
मशक्षा  
प्रवास का स्थान  
ककतने समय से प्रवासी काययकताय  
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PLHA interviews 
 
पी. एल. एच. ए लोगों के िाथ इंटरव्य 
 
A. एच. आई. वी पाजिटटव होना  
१. आप यहााँ सबसे पहले कैसे आये? 
२. [If doesn’t know HIV positive, skip to Section B] आपको क्या लगता है कक आपको एच. आई. 
वी सकं्रमण कैसे हुआ?  
३. क्या आप ककसी को जानत ेहैं जजसको एच. आई. वी सकं्रमण हुआ है? 
 
B. घर-पररवार के बारे में 
१. आप के घरबार में कौन-कौन है? 
२. आप का घर कहााँ है?  
३. आप के घरवालों की रोज़ी-रोटी ककन-ककन माध्यमों से आती है?  
४. [अगर घर में कुछ खेती करत ेहैं] आप लोग के पास खुद की ज़मीन है क्या?  
५. आप ककस तरह का काम करतें हैं? क्या यह काम साल भर चलता है? या कुछ और भी 
करतें हैं?  
 
६. आपके घरवाल ेभी काम करतें हैं क्या? ककस-ककस तरह का काम करतें हैं वह?  
 
C. रोज़गार िम्बधंित और बाहर काम करने के बारे में  
 
[1, 2, 3 may already be covered in first section] 
१. आपका काम क्या आपको साल भर व्यस्थ रखता है?  
२. यह कभी अपना घर छोड़ कर कही और भी काम करतें हैं?  
३. पपछले दो सालों में आपने घर से दरू कहीं बाहर जाकर काम ककया है?  
४. क्या आप अगले एक िाल में अपने स्थाई ननवाि िे दरू िाने की कोई योिना बना रहे हैं?  
 
IF NO MIGRATION HISTORY THEN SKIP TO SECTION E IF KNOWS ABOUT BEING HIV POSITIVE,  
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OTHERWISE ASK A FEW QUESTIONS ABOUT EFFECTIVENESS OF TREATMENT AND END INTERVIEW 
[Next questions past or present migration – USE PAST TENSE if migration in the past] 
८. आप सबसे पहले घर से दरू कही बाहर काम करने कब गए थे? (ककतने साल पहले, आपकी 
उम्र क्या थी)  
९. इसकी क्या वजह थी?  
१०. इन ददनों आप साल में ककतना समय कहााँ बबतात ेहैं? आप एक साल में ककतनी बार घर 
आतें हैं?  
 
D. प्रवािी काययकताय की जिदंगी िब घर िे बाहर हैं  
[use PAST TENSE if migration in the past; present tense if ongoing same employment and migration] 
१३. आप जब सबसे हाल में बाहर काम कर रहे थ ेतो आप कहााँ रहत ेथे? वहााँ पर आपके रहने 
का क्या इंतज़ाम था?  
१४. आप वहााँ ककस तरह का काम कर रहे थे?  
१५. आपको ददन में ककतने घटें काम करत ेथे/हैं? और एक हफ्त ेमें ककतने ददन?  
१६. क्या आप मझुी कुछ पवस्तार में अपने और आप जैसे और प्रवासी काययकताय की रोज़ की 
जजंदगी के बारे में बता सकत ेहैं?  
[Prompts if needed] 
 क्या आपके साथ काम करने वाले और लोग कुछ आपके इलाके के भी मौजूद थ/ेहैं? वहााँ 
पर और दोस्त बनाने के मौके ममलत ेथे/हैं?  
 क्या अलग-अलग प्रान्त के लोग आपस में उठत-ेबठैत ेथे/हैं?  
 क्या आपको अपने घर और घरवालों की याद आती थी/है?  
 आप जब बाहर थे तो आपके ककसी के साथ कभी सम्बन्ि बने थ?े  
 जब आपको कोई मजुककल या तकलीफ होती है तो आप ककस्से बात करत ेथे/हैं?  
१७. क्या बहार के लोग, जैसे आप, और लोकल लोगों की रोज़मराय की जजंदगी में कोई अतंर थे/है? 
अगर हााँ, तो कैसे?  
१८. क्या आपने [add destination] में ककसी भी वजह से कभी कोई भेद-भाव की भावना का 
सामना ककया था/है?  
 
E. एच. आई. वी के िाथ िीवन  
[only include next section if aware of hiv/aids and happy to discuss it] 
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१. क्या आपका जीवन एच. आई. वी पाजजदटव होने के बाद बदला है? अगर हााँ, तो ककस प्रकार 
से? 
२. क्या आपके पररवार में कोई और एच. आई. वी पाजजदटव है?  
३. क्या आपने कभी ककसी तरह के भेद-भाव का सामना ककया है? [if no response, then can 
prompt, due to HIV status/migration/religion or caste/other reason] 
 
F. िरकारी टदशा ननदेश बनाने वालों के सलए कुछ िझुाव  
३. क्या आपको लगता है की दहन्दसु्तान में एच. आई. वी / एड्स की बहुत प्राब्लेम है?  
४. आपके दहसाब से सरकार को एच. आई. वी/ एड्स के बारे में क्या करना चादहए?  
५. अपने खुद के एच. आई. वी. पाजजदटव होने के पहले आपको एच. आई. वी या एड्स के बारे 
में कोई जानकारी थी? अगर हााँ तो यह कहााँ से ममली?  
६. क्या आपको लगता है की प्रवासी लोगों को एच. आई. वी सकं्रमण से ख़ास खतरा है? 
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Appendix 5.2 Questionnaire survey for HIV-positive patients recruited from the ART 
centre 
 
English version 
Interview details 
Place of interview: 
Date: 
Unique ID: 
Interviewer name: 
 
S.No. Questions and Filters Coding categories Skip 
1.  How old are you? Age in completed years (write) 
 
Don’t know 
No answer 
 
 
98 
99 
 
2.  What is your gender? 
 
Do not read out responses. Circle only 
one answer OR enter code 97 and write 
in words. 
Man............................................ 
Woman 
Transgender 
Other (write) 
 
 
 
No answer 
1 
2 
3 
97 
 
 
 
99 
 
3.  What is your religion? 
 
Do not read out responses. Circle only 
one answer OR enter code 97 and write 
in words. 
Hindu 
Muslim 
Christian 
Sikh 
Jain 
Other (Write) 
 
 
 
No answer 
1 
2 
3 
4 
5 
97 
 
 
 
99 
 
4.  What is your caste? Caste (write) 
 
 
Don’t know 
No answer 
      
 
 
98 
99            
 
5. Can you read and write? Yes 
No 
No answer 
1 
2 
99 
 
Q. 7. 
6. What is the highest grade you have 
completed? 
Grade (write)   
7.  What is your occupation? 
 
Do not read out responses. Circle only 
Agriculture 
Non-agricultural casual labourer 
Truck driver/helper 
1 
2 
3 
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one answer OR enter code 97 and write 
in words. 
Petty business/hawker 
Factory/mill work 
Construction work 
Housewife 
Other  (write) 
 
 
No answer 
4 
5 
6 
7 
97 
 
 
99 
8.  What is your marital status? Currently married 
Separated 
Divorced 
Widowed 
Never married 
No answer 
1 
2 
3 
4 
5 
99 
 
9.  How many children do you have? 
 
Write “00” if no children 
Number of children (write) 
Sons 
Daughters 
 
No answer 
 
1 
2 
 
 
99 
 
10.  Who do you currently live with at 
home? 
 
Do not read out responses. Circle only 
one answer OR enter code 97 and write 
in words. 
Alone 
With spouse 
With spouse/children 
With spouse/children/other relatives 
With relatives 
With friends/colleagues 
Other (write) 
 
 
No answer 
1 
2 
3 
4 
5 
6 
97 
 
 
99 
 
11.  What is your HIV status? Positive 
Negative 
Not tested 
Don’t know 
No answer 
1 
2 
3 
98 
99 
 
End 
End 
12. How long ago were you diagnosed with 
HIV? 
 
Record in months if less than one year. 
Otherwise record completed years. 
Record ‘00’ in months if less than one 
month. 
Months  
Years 
 
No answer 
1  
2    
 
99 
 
13. What is your CD4 count? CD4 count (write) 
 
Don’t know 
No answer 
 
 
98 
99 
 
14. Do you come every month for ART 
medicines? 
Yes 
No 
No answer 
1 
2  
99 
 
Q.16 
15. How long ago did you first receive ART 
medicines? 
Months  
Years 
1  
2    
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Record in months if less than one year. 
Otherwise record completed years. 
Record ‘00’ in months if less than one 
month. 
No answer 99 
16.  Where were you born? 
 
 
City/village________________ 
District ___________________ 
State ___________________ 
 
No answer 
 
 
 
 
99 
 
17. Which city/village/state do you 
currently live in? 
 
 
City/village _________________ 
District _____________________ 
State _______________________ 
 
No answer 
 
 
 
 
99 
 
18. Check Q.16 and Q.17 and mark. 
 
Native place same as current 
residence 
Native place different to current 
residence 
 
1 
 
2 
 
Q.20 
18a.  How long have you lived/did you live in 
this place (place mentioned in Q.17)? 
 
Record in months if less than one year. 
Otherwise record completed years. 
Record ‘00’ in months if less than one 
month. 
Years  
Months 
 
No answer 
1  
2 
 
99 
 
19. What are the reasons why you are 
currently living in this place (place 
mentioned in Q.17)? 
Employment 
Marriage/married home 
Other (Write) ……………………….. 
 
No answer 
1 
2 
97 
 
99 
 
20. Have you ever left your home to work 
somewhere else once or more in a year? 
Yes 
No 
No answer 
1 
2 
99 
 
Q.23 
21. What was/were the place(s) that you 
worked in most recently? 
 
Write names of as many places of work 
mentioned. If more than 3 places then 
put last 3 most recent destinations. 
City/village…………………. 
District………………………… 
State……………………………… 
 
City/village…………………… 
District…………………………. 
State……………………………… 
 
City/village………………………… 
District………………………………. 
State………………………………. 
 
No answer 
 
 
 
 
 
 
 
 
 
 
 
 
99 
 
22.  Check question 8.  
“Ever married” = Currently 
married/Separated/Divorced/Widowed 
 
Ever married 
Never married or no answer 
1 
2 
 
Q.32 
 290 
 
22.a. When working away from home 
does/did your husband/wife live with 
you? 
Yes 
No 
No answer 
1 
2 
99 
 
     
Information about spouse and children 
 
23. Check Q.8 and proceed.  
“Ever married” = Currently married/ 
Separated/ Divorced/ Widowed 
 
Ever married 
Never married or no answer 
1 
2    
 
Q.32 
23. a. What is the HIV status of your spouse?  Positive 
Negative 
Not tested 
Don’t know 
No answer 
1 
2 
3 
98 
99 
 
24.  What is your spouse’s occupation? 
 
Do not read out responses. Circle only 
one answer OR write in words. 
Agriculture 
Non-agricultural casual labourer 
Truck driver/helper 
Petty business/hawker 
Factory/mill work 
Construction work 
Housewife 
Other  (write) 
 
 
No answer 
1 
2 
3 
4 
5 
6 
7 
97 
 
 
99 
 
25. Where were your spouse born? 
 
 
City/village…………………….. 
District…………………………… 
State………………………………. 
 
Don’t know 
No answer 
 
 
 
 
98 
99 
 
26. Check Q.8 and indicate Widowed 
Spouse is alive 
1  
2 
Q.29 
26a. Where does your spouse live now? 
 
 
City/village………………………… 
District…………………………….. 
State………………………………… 
 
No answer 
 
 
 
 
99 
 
27. Check Q.25 and Q.26a and mark. 
 
Native place same as current 
residence 
Native place different to current 
residence 
 
1 
 
2 
 
Q.29 
27a. How long has your spouse lived/did you 
live in this place (place mentioned in 
Q.27) 
 
Record in months if less than one year. 
Otherwise record completed years. 
Record ‘00’ in months if less than one 
month. 
Months 
Years 
 
No answer 
1  
2 
 
99 
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28. What are the reason(s) why your spouse 
is currently living in this place (place 
mentioned in Q.26a) 
Employment 
Marriage/married home 
Other (write)…………………. 
 
No answer 
1 
2 
97 
 
99 
 
29. Has your spouse ever left your home to 
work somewhere else once or more in a 
year? 
Yes 
No 
No answer 
1 
2 
99 
 
Q.32 
30. What was/were the place(s) that your 
spouse worked in most recently? 
 
Write names of as many places of work 
mentioned. If more than 3 places then 
put last 3 most recent destinations. 
City/village……………………………… 
District………………………………………. 
State……………………………………….. 
 
City/village……………………………. 
District………………………………….. 
State…………………………………… 
 
City/village…………………………….. 
District…………………………………. 
State……………………………………. 
 
Don’t know 
No answer 
 
 
 
 
 
 
 
 
 
 
 
 
98 
99 
 
31. When your spouse is/was working away 
from home did you live with him/her? 
Yes 
No 
No answer 
1 
2 
99 
 
32. Check Q.9 and proceed: No children 
Have children 
1 
2 
End 
 
32.a. What is the HIV status of your children? 
 
Even if one child is HIV positive, mark 1 
and write the number of children who 
are positive. 
Any HIV positive? 
 If so, then how many? (write) 
 
Negative 
Not tested 
Don’t know  
No answer 
1 
 
 
2 
3 
98 
99 
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Hindi version 
 
िवे के िवाल 
सवे की जगह ..................................................... 
ददनांक ..................................................................... 
सहभागी पहचान सखं्या .......................................................... 
साझात्कारकताय / इंटरव्यअूर ...................................... 
 
S.No. Questions and Filters Coding categories Skip 
5.  आपकी उमर क्या है? उमर सालों में (मलखखए).................. 
 
मालमु नहीं 
कोई उत्तर नहीं 
 
 
98 
99 
 
6.  आपका मलगं क्या है? 
 
केवल एक उत्तर पर ननशान लगायें या 
शब्दों में सलखिये और कोड 97 पर 
ननशान लगाईये। 
परुुष 
मदहला 
ट्रान्सजेन्डर/दहजडा 
अन्य (मलखखये) .......................... 
................................................. 
 
कोई उत्तर नहीं 
1 
2 
3 
97 
 
 
99 
 
7.  आपका िमय क्या है? 
 
उत्तर न पढें। केवल एक उत्तर पर 
ननशान लगायें या शब्दों में सलखिये 
और कोड 97 पर ननशान लगाईये। 
दहन्द ू
मसुलमान 
ईसाई 
मसक्ख 
जैन 
अन्य (मलखखये)............................. 
................................................. 
 
कोई उत्तर नहीं 
1 
2 
3 
4 
5 
97 
 
 
99 
 
8.  आपकी जानत क्या है? 
 
जानत (मलखखये) ............................ 
.................................................. 
 
मालमु नहीं 
कोई उत्तर नहीं 
 
 
 
 
98 
99            
 
5. क्या आपकौ पढना व मलखना आता है? हााँ 
नहीं 
कोई उत्तर नहीं 
1 
2 
99 
 
प्र.7 
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6. आपने ककस कझा तक पढाई की है? कझा (मलखखये) ..............................   
7.  आप क्या काम करतें हैं? 
 
उत्तर न पढें। केवल एक उत्तर पर 
ननशान लगायें या शब्दों में सलखिये 
और कोड 97 पर ननशान लगाईये। 
खेती का काम 
लेबर का काम 
ट्रक चलाना/मदद करना 
छोटी दकुान/ठेला चलाना 
फैकटरी/ममल का काम 
ननमायण/कन्स्ट्रकशन का काम 
गदृहणी/घरवाली 
अन्य (मलखखये) ............................. 
.................................................. 
 
कोई उत्तर नहीं 
1 
2 
3 
4 
5 
6 
7 
97 
 
 
99 
 
8.  आपकी ववैादहक जस्थनत क्या है? / क्या 
आपकी शादी हुई है? 
पववादहत 
पनत/पत्नी से अलग हैं 
तलाक 
पवध्वाह /पविुर 
कुाँ वारा/ कुाँ वारी 
कोई उत्तर नहीं 
1 
2 
3 
4 
5 
99 
 
9.  आपके ककतने बच्चे हैं? 
 
00 सलिें अगर बच्चे नहीं हैं 
बच्चों की सखं्या (मलखखय)े 
 लड़के  
लड़ककयााँ 
 
कोई उत्तर नहीं 
 
1  
2    
 
99 
 
10.  आप अभी घर में ककसके साथ रहतें हैं? 
 
उत्तर न पढें। केवल एक उत्तर पर 
ननशान लगायें या शब्दों में सलखिये 
और कोड 97 पर ननशान लगाईये। 
अकेल े 
पनत/पत्नी के साख 
पनत/पत्नी/ बच्चों के साख 
पनत/पत्नी/ बच्चों/ररकतदेारों के साख 
ररकतदेारों के साख 
दोस्तों/सहकममय ों के साख 
अन्य (मलखखये) .............................. 
................................................... 
 
कोई उत्तर नहीं 
1 
2 
3 
4 
5 
6 
97 
 
 
99 
 
11.  आपकी एच.आई.वी जााँच का पररणाम 
क्या है? 
सकारात्मक/पोजजदटव 
नकारात्मक/नेधगदटव 
टेस्ट नहीं कराया 
मालमु नहीं 
कोई उत्तर नहीं 
1 
2 
3 
98 
99 
 
 
 अन्त 
 अन्त 
12. आपको कब पता चला कक आप महीनें 1   
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एच.आई.वी पोजजदटव हैं? 
 
अगर उत्तर एक िाल िे कम है तो 
महीनों में सलिें, अन्यथा िालों में 
सलिें। महीनों में 00 सलिें अगर एक 
महीने िे कम है। 
साल 
 
कोई उत्तर नहीं 
2    
 
99 
13. आप का सी.डी.फोर काऊन्ट क्या है? सी.डी.फोर काऊन्ट(मलखखये) ............... 
 
 
मालमु नहीं 
कोई उत्तर नहीं 
 
 
 
98 
99 
 
14. क्या आप ए.आर.टी दवाई लेत ेहैं? हां 
नहीं 
कोई उत्तर नहीं 
1 
2 
99 
 
प्र.16 
 
15. आपको यह दवाईयां पहली बार कब 
ममली?ं 
 
अगर उत्तर एक िाल िे कम है तो 
महीनों में सलिें, अन्यथा िालों में 
सलिें। महीनों में 00 सलिें अगर एक 
महीने िे कम है। 
 महीनें 
साल 
 
कोई उत्तर नहीं 
1 
2   
 
99 
 
16.  आपका जन्म कहााँ हुआ था? 
 
 
 
 
शहर/गााँव .................................... 
जजला .......................................... 
राज्य .......................................... 
कोई उत्तर नहीं 
 
 
 
 
99 
 
17. आप अभी कहााँ रहतें हैं? 
 
 
शहर/गााँव .................................... 
जजला .......................................... 
राज्य .......................................... 
कोई उत्तर नहीं 
 
 
 
 
99 
 
18. प्रश्न 16. और प्रश्न 17. चेक करें और 
िकेंत करें 
अभी अपने गांव/शहर में रहतें हैं 
अभी अपने गांव/शहर में नहीं रहतें हैं 
1 
2 
 
प्र.20 
18.a.  आप इस जगह में कब से रह रहे हैं 
(प्र.17 वाली जगह)? 
 
अगर उत्तर एक िाल िे कम है तो 
महीनों में सलिें, अन्यथा िालों में 
सलिें। महीनों में 00 सलिें अगर एक 
महीने िे कम है। 
महीने 
साल 
 
कोई उत्तर नहीं 
1  
2 
 
99 
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19. आप इस जगह में ककस वजह से रहत ेहैं 
(प्र.17 वाली जगह)? 
नौकरी 
ससरुाल 
अन्य (मलखखए) ....................... 
 
कोई उत्तर नहीं  
1 
2 
97 
 
99 
 
20. क्या आप कभी नौकरी करने साल में 
एक, या एक से ज्यादा, बार अपना घर 
छोड कर कही ंऔर गए हैं? 
हां 
नहीं 
कोई उत्तर नहीं 
1 
2 
99 
 
प्र.23 
21. आपने सबसे हाल में कहााँ काम ककया 
है? 
 
िब उत्तर सलिें। अगर तीन िे ज्यादा 
िगह हैं तो िबिे हाल की तीन िगह 
सलिें।  
शहर/गााँव .................................... 
जजला .......................................... 
राज्य .......................................... 
 
शहर/गााँव .................................... 
जजला .......................................... 
राज्य .......................................... 
 
शहर/गााँव .................................... 
जजला .......................................... 
राज्य .......................................... 
 
कोई उत्तर नहीं 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
99 
 
22.  प्र.8 चेक करें और िकेंत करें 
“कभी वववाटहत” = वववाटहत / 
पनत/पत्नी िे अलग 
हैं/तलाक/ववध्वाह/वविुर  
 
कभी पववादहत   
कुाँ वारा/ कुाँ वारी या उत्तर नही ं
1 
2 
 
प्र.32 
22. a. जब आप घर से दरू काम करत ेहैं/थे तो 
क्या आपके पनत/पत्नी आपके साथ 
रहत ेथे/रहती थी?ं 
हां 
नहीं 
कोई उत्तर नहीं 
 
1 
2 
99 
 
 
     
पनत या पत्नी और बच्चों के बारे में कुछ िवाल 
 
 
23.  प्रश्न 8 चेक करें और िकेंत करें। “कभी 
वववाटहत” = वववाटहत / पनत/पत्नी िे 
अलग हैं/तलाक/ववध्वाह/वविरु  
 
कभी पववादहत   
कुाँ वारा/ कुाँ वारी या उत्तर नही ं
1 
2  
 
प्र.32 
23. a. आपके पनत/आपकी पत्नी के 
एच.आई.वी जााँच का पररणाम क्या 
सकारात्मक/पोजजदटव 
नकारात्मक/नेधगदटव 
1 
2 
3 
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है/था?  टेस्ट नहीं कराया 
मालमु नहीं 
कोई उत्तर नहीं 
98 
99 
24. आपके पनत/आपकी पत्नी क्या काम 
करतें हैं/थ?े 
 
उत्तर न पढें। केवल एक उत्तर पर 
ननशान लगायें या शब्दों में सलखिये 
और कोड 97 पर ननशान लगाईये। 
खेती का काम 
लेबर का काम 
ट्रक चलाना/मदद करना 
छोटी दकुान/ठेला चलाना 
फैकटरी/ममल का काम 
ननमायण/कन्स्ट्रकशन का काम 
गदृहणी/घरवाली 
अन्य (मलखखये) ........................... 
................................................. 
 
कोई उत्तर नहीं 
1 
2 
3 
4 
5 
6 
7 
97 
 
 
99 
 
25.  आपके पनत/आपकी पत्नी का जन्म 
कहााँ हुआ था? 
 
 
 
 
शहर/गााँव .................................... 
जजला .......................................... 
राज्य .......................................... 
मालमु नहीं 
कोई उत्तर नहीं 
 
 
 
 
98 
99 
 
26. प्रश्न 8. चेक करें और िकेंत करें  पविवा/पविुर 
पनत/पत्नी जीपवत हैं  
1 
2 
प्र.29 
26. a.  आपके पनत/आपकी पत्नी अभी कहााँ 
रहतें/ रहती ंहैं? 
 
 
शहर/गााँव .................................... 
जजला .......................................... 
राज्य .......................................... 
कोई उत्तर नहीं 
 
 
 
 
99 
 
27. प्रश्न 25. और प्रश्न 26a. चेक करें और 
िकेंत करें 
अभी अपने गांव/शहर में रहतें हैं 
अभी अपने गांव/शहर में नहीं रहतें हैं 
1 
2 
प्र.29 
27.a.  आपके पनत/आपकी पत्नी इस जगह में 
कब से रह रहे हैं (प्र. 26. a.वाली 
जगह)? 
 
अगर उत्तर एक िाल िे कम है तो 
महीनों में सलिें, अन्यथा िालों में 
सलिें। महीनों में 00 सलिें अगर एक 
महीने िे कम है। 
महीने 
साल 
 
कोई उत्तर नहीं 
1  
2 
 
99 
 
28. आपके पनत/आपकी पत्नी इस जगह 
पर ककस वजह से रहत ेथे/रहती थी ं
(प्र.26. a. वाली जगह)? 
नौकरी 
ससरुाल 
अन्य (मलखखए) ....................... 
1 
2 
97 
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कोई उत्तर नहीं 
99 
29. क्या आपके पनत/आपकी पत्नी कभी 
नौकरी करने साल में एक, या एक से 
ज्यादा, बार अपना घर छोड कर कही ं
और गए हैं? 
हां 
नहीं 
कोई उत्तर नहीं 
1 
2 
99 
 
प्र.32 
30. आपके पनत/आपकी पत्नी नें सबसे 
हाल में कहााँ काम ककया है/था? 
 
िब उत्तर सलिें। अगर तीन िे ज्यादा 
िगह हैं तो िबिे हाल की तीन िगह 
सलिें।  
शहर/गााँव .................................... 
जजला .......................................... 
राज्य .......................................... 
 
शहर/गााँव .................................... 
जजला .......................................... 
राज्य .......................................... 
 
शहर/गााँव .................................... 
जजला .......................................... 
राज्य .......................................... 
 
 
मालमु नहीं 
कोई उत्तर नहीं 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
98 
99 
 
31 जब आपके पनत/आपकी पत्नी घर से 
दरू काम करत ेहैं/थ ेतो क्या आप उनके 
साथ रहती थी/ंरहत ेथ?े 
हां 
नहीं 
कोई उत्तर नहीं 
1 
2 
99 
 
32. प्रश्न9 चेक करें और िकेंत करें 
 
बच्चे नहीं हैं 
बच्चे हैं 
1 
2 
अन्त 
32. a. आपके बच्चों की एच.आई.वी जााँच का 
पररणाम क्या है? 
 
अगर एक भी बच्चा पोजिटटव है तो 
कोड 1 पर ननशान लगाइये और 
पोजिटटव बच्चों की िखं्या सलिें। 
सकारात्मक/पोजजदटव 
 सखं्या (मलखखय)े ................. 
 
नकारात्मक/नेधगदटव 
टेस्ट नहीं कराया 
मालमु नहीं 
कोई उत्तर नहीं 
1 
 
 
2 
3 
98 
99 
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Appendix 5.3 Consent forms for Interviews 
 
Interviews with migrants or wives of migrants 
 
रोज़गार और स्वास्थय: इलाहाबाद में कोराव ंके कुछ गााँव में  
मेरा नाम तन्वी राय है और मैं इम्पेररअल कॉलजे, लन्दन, UK से PhD कर रही हूाँ. मैं अपने प्रोजेक्ट  के 
दौरान इलाहाबाद के इस इलाके में गााँव के रोज़गार और स्वास्थय सम्बधंित बातों को समझने के 
कोमशश करंगी. मैं आगे कुछ ददन में कोराव ंब्लाक के कुछ  गााँव के परुुषों और मदहलाओ ंसे बात 
करंगी. मैं ककसी सरकारी या ऍन. जी. ओ ससं्था से नहीं हूाँ और केवल अपने खुद के अध्ययन के 
मलए आप से बात करना चाहती हूाँ.  
इस अध्ययन के दौरान मैं उन व्यजक्तयों से बात करंगी जो बाहर शहरों में जाकर काम करतें है और 
जो गााँव में रह कर ही काम करतें हैं. मैं उनके पररवार वालों से भी साक्षात्कार करंगी. इसका उद्देकय 
यह समझने के मलए होगा कक बाहर जाकर काम करने वालों कक जीवन जीवन शलैी गााँव में रहने 
वालों से ककस प्रकार से अलग है, और इसका प्रभाव उनपर, उनके घरवालों पर और उनके गााँव पर 
ककस तरह से होता है. अक्सर बाहर जाकर काम करने से स्वास्थय पर भी कुछ असर होता हैं और 
इस अध्ययन में मैं इसके बारे में भी पछू-ताछ करंगी.  
 
इस साक्षात्कार में आपकी भागीदारी स्वजैच्छक है. इस अध्ययन में आपका नाम और आपके द्वारा 
प्राप्त जानकाररयााँ गोपनीय रखी जाएाँगी. इस साक्षात्कार में आपका करीबन एक घटंा लगेगा. में 
आपसे कुछ सवाल पछंूूगी. आपके उत्तरों को ठीक याद करने के मलए कुछ नोट भी करंगी. अगर 
आप सहमत हों तो में यह साक्षात्कार टेप ररकॉडय भी करंगी. साक्षात्कार के बाद ररकॉर्डिंग को टाइप 
ककया जाएगा और दहदंी स ेअगं्रेजी में पररवनत यत ककया जाएगा. साक्षात्कार से सम्बधंित सभी ररकॉडय 
एक बदं अलमारी में रखी जाएंगी और केवल प्रोजेक्ट सदस्यों को उपलब्ि होएंगी. सभी ररकॉडय पणूय 
रप से गोपनीय रखी जाएंगी.  
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मैं इस साक्षात्कार का उद्देकय समझता/समझती हूाँ 
मझुे इस साक्षात्कार का टेप ररकॉडय होना मज़ूंर है  
मझुे इस साक्षात्कार में भाग लेना मज़ंूर है  
 
-----------------------  ------------------------ -------------------------- 
सहभागी का नाम  सहभागी का हस्ताक्षर   तारीख  
-----------------------    ------------------  ------------------------- 
साक्षात्कारकताय का नाम   साक्षात्कारकताय का हस्ताक्षर  तारीख  
-----------------------  --------------------  ------------------------ 
साक्षी का नाम   साक्षी का हस्ताक्षर   तारीख  
 
Interviews with PLHAs at the ART centre 
 
रोज़गार और स्वास्थ्य 
अनमुनत फॉमय: PLHA साक्षात्कारकताय   
मेरा नाम तन्वी राय है और मैं एक शोि क्षात्रा हूाँ. में इम्पीररयल कॉलेज, लन्दन से पी. एच. डी कक 
पढाई कर रही हूाँ. मैं इस अध्ययन में उन कारणों को समझना चाहती हूाँ जजनकी वजह से लोगों के 
स्वास्थ्य पर बरुा असर पड़ता है या वह कमज़ोर हो जात े हैं. मैं ककसी सरकारी या ऍन. जी. ओ 
ससं्था से नहीं हूाँ और केवल अपने खुद के अध्ययन के मलए आप से बात करना चाहती हूाँ.  
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आपने मेरे सवेु में भाग लेकर मेरी बहुत मदद कक है. आपसे प्राप्त कुछ जानकारी को मैं कुछ पवस्तार 
में समझना चाहती हूाँ इसमलए मैं आपसे एक इंटरव्य ूभी करना चाहती हूाँ. इस साक्षात्कार में आपकी 
भागीदारी स्वजैच्छक है. अगर आपको इस इंटरव्य ूमें भाग लेना मज़ंूर है तो इसमें आपका लगभग 
एक घटें लगेगा. इंटरव्य ूआपकी सहूमलयत के अनसुार अस्पाताल में ही एक एकातं के कमरे में होगा. 
इस इंटरव्य ूमें मैं आपसे कुछ पवस्तार में आपकी पपछली जजंदगी और जीवन शलैी के बारे में पछंूूगी. 
मैं आपके घरबार, आपके रोज़गार और रहन-सहन की सपुविाओं के बारे में पछंूूगी. अगर आपको एच. 
आई. वी. / एड्स के बारे में कुछ जानकारी है तो मैं इस पवषय में आपके पवचार भी जानना चाहूगी.  
 
इस इंटरव्य ूमें भाग लेना या न लेना यह मसफय  आप का ननजी फैसला है. इस से आपके इलाज पर और आपके 
काननूी अधिकारों पर कोई भी असर नही ंपड़गेा।  इस अध्ययन से ममली सभी जानकारी केवल शोि कायय 
में इस्तमेाल होगी. इंटरव्य ूसे सम्बधंित सभी ररकॉडय एक बदं अलमारी में रखी जाएंगी और केवल 
प्रोजेक्ट सदस्यों को उपलब्ि होएंगी. सभी ररकॉडय पणूय रप से गोपनीय रखी जाएंगी. ककसी भी 
सहभागी का नाम अध्ययन से ननकले पररणामों से कभी नहीं जोड़ा जाएगा. सभी अनमुनत फॉमय एक 
बदं अलमारी में बाकी अध्ययन सम्बधंित मटेररअल स ेअलग रखे जाएंगे.  
मैं इस इंटरव्य ूका उद्देकय समझता/समझती हूाँ 
मझुे इस इंटरव्य ूका टेप ररकॉडय होना मज़ंूर है  
मझुे इस इंटरव्य ूमें भाग लेना मज़ंूर है  
-----------------------  -------------------------------  ----------------------  
सहभागी का नाम   सहभागी का हस्ताक्षर    ददनांक 
------------------------ -------------------------------- ----------------------- 
साक्षात्कारकताय का नाम  साक्षात्कारकताय का हस्ताक्षर  ददनांक 
------------------------ -------------------------------- ----------------------- 
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साक्षी का नाम   साक्षी का हस्ताक्षर   ददनांक  
 
Consent form for companion of PLHA 
 
रोज़गार और स्वास्थ्य 
अनमुनत फॉमय: सहभागी के साथी  
मेरा नाम तन्वी राय है और मैं एक शोि क्षात्रा हूाँ. में इम्पीररयल कॉलेज, लन्दन से पी. एच. डी कक 
पढाई कर रही हूाँ. मैं इस अध्ययन में उन कारणों को समझना चाहती हूाँ जजनकी वजह से लोगों के 
स्वास्थ्य पर बरुा असर पड़ता है या वह कमज़ोर हो जात े हैं. मैं ककसी सरकारी या ऍन. जी. ओ 
ससं्था से नहीं हूाँ और केवल अपने खुद के अध्ययन के मलए आप से बात करना चाहती हूाँ. मैं आज 
आपसे इसमलए बात करने आई हूाँ क्योंकक आप एक एच. आई. वी पाजजदटव व्यजक्त के साथ इस 
जगह आयें हैं.  
मैं ए. आर. टी (A.R.T) कें द्र में आने वाले व्यजक्तओं के साथ एक छोटा सवेु करना चाहती हूाँ. इसमें मैं 
उनसे कुछ छोटे-मोटे सवाल पछंूूगी उनकी आय,ु ववैादहक जस्थनत, और घरबार के बारे में, एव ंउनके 
पपछले रोज़गार और सम्बधंित पररजस्थनतयों के बारे में. इस सवेु में भाग लेने में उनका कुल १५ 
ममनट लगेगा. आप से अनमुनत लेने के बाद मैं उनकी अनमुनत भी लूगंी. इस सवेु का उद्देकय केवल 
यह देखने को है कक इलाहाबाद में ककन प्रकार के लोग ए. आर. टी (ART) कें द्र का उपयोग कर रहे हैं.  
सवेु के बाद, कुछ एच. आई. वी पाजजदटव व्यजक्तयों को एक साक्षात्कार में भी भाग लेने का अवसर 
ददया जाएगा. साक्षात्कार से पहले मैं कफर से उनकी अनमुनत लूगंी. अगर सहभागी को इस साक्षात्कार 
में भाग लेना मज़ंूर है तो इसमें उनका लगभग एक घटें लगेगा. साक्षात्कार सहभागी कक सहूमलयत के 
अनसुार अस्पाताल में ही एक एकांत के कमरे में होगा. इस साक्षात्कार में मैं उनसे कुछ पवस्तार में 
उनकी पपछली जजंदगी और जीवन शलैी के बारे में पछंूूगी. मैं उनके घरबार, उनके रोज़गार और रहन-
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सहन की सपुविाओं के बारे में पछंूूगी. अगर उन्हें एच. आई. वी. / एड्स के बारे में कुछ जानकारी है 
तो मैं इस पवषय में उनके खुद के पवचार भी जानना चाहूगी.  
इस सवे और साक्षात्कार में भाग लेना या न लेना यह मसफय  आप का और आपके साथ आए एच. आई. वी 
पाजजदटव व्यजक्त का ननजी फैसला है. इस से उनके इलाज पर और उनके काननूी अधिकारों पर कोई भी असर 
नहीं पड़गेा।  इस अध्ययन से ममली सभी जानकारी केवल शोि कायय में इस्तमेाल होगी. साक्षात्कार स े
सम्बधंित सभी ररकॉडय एक बदं अलमारी में रखी जाएंगी और केवल प्रोजेक्ट सदस्यों को उपलब्ि 
होएंगी. सभी ररकॉडय पणूय रप से गोपनीय रखी जाएंगी. ककसी भी सहभागी का नाम अध्ययन से 
ननकले पररणामों से कभी नहीं जोड़ा जाएगा. सभी अनमुनत फॉमय एक बदं अलमारी में बाकी अध्ययन 
सम्बधंित मटेररअल से अलग रखे जाएंगे.  
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